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Obsessive-Compulsive Symptoms and the Cognitive Effects of BeingWeighed in a 
Restrained Eating Population
Director: D. Balfour Jeffrey, Ph D
Dieting has been found to be a factor in an increased vulnerability towards the 
development of an eating disorder. The symptoms and patterns of obsessive- 
compulsive disorder (OCD) have been hypothesized to be the intrinsic elements 
that drive, intensify, and sustain eating disorders disorder symptomology.
Two hundred female participants were categorized as high restraint or low 
restraint using a tri-median split of the Three-Factor Eating Questionnaire and then 
randomly assigned to a weighed or not weighed condition. The first purpose of this 
study examined the relationship of obsessive-compulsivity (OC) and restrained 
eating (chronic dieting). The results indicated that high restrained eaters had 
significantly more OC symptoms than low restrained eaters. The second purpose 
of this study was to investigate how the act of weighing oneself influenced anxiety 
levels, self-esteem, body image, food preference, and mood of high restrained and 
low restrained eaters. To examine the effects of being weighed on these variables,
2 (high restrained/low restrained) x 2 (weighed/not weighed) x 2 (pre-measure/ 
post-measure) ANOVAs were conducted. Regardless of restraint level, all 
participants who were weighed reported a significant decreases in weight 
satisfaction, total and appearance self-esteem, increased discomfort eating medium 
caloric foods, and greater body dissatisfaction. Being weighed was not shown to 
significantly effect anxiety. The third purpose of this study was to determine if 
having high OC would contribute to a greater negative effect after being weighed 
for the high restrained participants. ANOVAs indicated that higher OC was shown 
to be significantly related to a decrease in appearance self-esteem and to a lowered 
positive mood of weighed high restrained participants when compared to weighed 
high restrained participants with lower obsessive-compulsivity. However, OC was 
not significantly related to anxiety, body dissatisfaction, or food-related cognitions.
In summary, these results show that obsessive-compulsivity is present in 
restrained eaters. The results also suggest that being weighed is a powerful 
cognitive influence for chronic dieters and non-dieters. Recommendations for 
clinical applications and future research are presented.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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Chapter One 
Introduction
There is increasing theoretical and empirical support for the categorization 
of eating disorders as manifestations of an underlying obsessive-compulsive 
disorder (Joiner, Heatherton, and Keel, 1997; Rothenberg, 1986; Rothenberg, 
1990; Rubenstein, Pigott, L’Heureux, Hill, Murphy, 1992; Solyom, Freeman, 
Thomas, Miles, 1983). More pervasive are the research findings that obsessive- 
compulsive patients have a proclivity towards abnormal eating patterns (Fahy, 
Osacar, & Marks, 1993; Formea & Burns, 1995; Pigott, Altemus, Rubenstein,
Hill, Bihari, L’Heureux, Bernstein, & Murphy, 1991; Shafran, Bryant-Waugh, 
Lask, Arscott, 1995; Thornton & Russell, 1997). As of yet, little research has 
examined the possibility of a relationship between obsessive-compulsive disorder 
(OCD) and restrained eating. This study will examine the rates of obsessive- 
compulsive symptoms in a restrained eating population. Definitions of restrained 
eating, the eating disorders, and obsessive- compulsive disorder will be presented, 
followed by an examination o f current evidence supporting the relationship 
among the eating disorders and OCD. It is hypothesized that since there is a high 
prevalence of an OCD/eating disorder comorbidity (Garfinkel, Kennedy, & 
Kaplan, 1995; Halmi, Eckert, Marchi, Sampugnaro, Apple, & Cohen, 1991; 
Rubenstein et. al., 1993; Solyom, Freeman, & Miles, 1982; Thiel, Broocks, 
Ohlmeier, Jacoby, & Schuessler, 1995; Thornton & Russell, 1997; Tynes, White, 
& Steketee, 1990) there will be more obsessive-compulsive symptoms in
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restrained eaters when compared to unrestrained eaters. The second intention of 
this research is to serve as a pilot study investigating the act of being weighed on 
a scale as being an anxiety-provoking stimuli. This study will also examine how 
the act of weighing oneself may influence affect, self-esteem, body 
dissatisfaction, and food-related thoughts. Furthermore, the interaction of 
obsessive-compulsive characteristics on the psychological effects o f being 
weighed will be assessed.
Restrained Eating
Approximately 30% of American women can be classified as restrained 
eaters (Eldredge, Wilson, & Whaley, 1990). Restrained eaters restrict their food 
intake as a means to control their body weight. This dietary or “cognitive 
restraint” translates into rigid eating patterns that serve to promote weight loss. 
Self-imposed dieting rules dictate subsequent food intake, rather than 
physiological indications of hunger. Internal hunger cues are ignored which, in 
turn, disrupts the body’s natural regulation of caloric consumption - the set-point. 
The biologically “ideal” weight for an individual is represented by the set-point 
(Herman & Mack, 1975) and sustained by feelings of caloric deprivation and 
fullness. Satiety and hunger boundaries serve to sustain that “ideal” weight and 
regulate caloric intake. Herman and Polivy (1984) propose that satiety and hunger 
are perceived as aversive states that work to keep consumption within the area 
between these boundaries. This area is called the zone of “biological 
indifference.” Restrained eaters are thought to have a larger zone of biological
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
indifference compared to unrestrained eaters. Therefore, restrained eaters can 
tolerate greater food deprivation before experiencing hunger and can consume 
larger amounts of food before experiencing satiety.
Additionally, restrained eaters impose a “diet boundary,” a cognitively 
controlled indicator of the maximum consumption they allow themselves. This 
adherence to dieting rules inevitably creates a conflict between physiological 
needs and cognitive goals. Dieting results in the body feeling caiorically deprived 
and, as the body attempts to self-regulate, creates chronic feelings of hunger. 
Hunger signals may be interpreted by restrained eaters as a diet threat that they, in 
turn, attempt to ignore. When restrained eaters break their dieting rules, 
disinhibition may result, whereby cognitive restraint is abandoned and the 
physiological drive towards satiety becomes the primary motivator of food intake. 
Thus, when self-control is relinquished and the diet boundary is transgressed, 
periods of over-eating occur. These episodes of overindulgences are known as 
“counterregulation” (Polivy & Herman, 1985) and are characterized by a state of 
hunger driving the restrained eater to consume large amounts of food in a 
physiological quest to achieve satiety.
The experience of counterregulation is similar to a binge, which is often 
defined by excessive caloric consumption, larger than what a typical person 
would eat in the same time period. Binges are thought to be the result of 
physiological pressures to maintain the weight at the set-point (Nisbett, 1972), 
craving (Kinzl, Trawager, Trefalt, Mangweth, Biebl, 1999), the breaking of 
dietary rules (Fairburn, 1995), and the relinquishing of cognitive restraints on
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
eating (Polivy & Herman, 1985). During the binge, there is a belief that one’s 
eating is out of control. The individual who is binging feels an inability to 
terminate the eating behavior once it has begun. This loss of control is followed 
by intense guilt and distress commonly experienced after the binge. These 
features differentiate binge eating from everyday overeating, in that bingeing 
perpetuates further restrictive dieting patterns and has been implicated in the 
development of the eating disorders. Binge eating is a diagnostic feature of 
bulimia nervosa (APA, 1994) and has also been reported in up to 50% of 
individuals with anorexia nervosa (Casper, Eckert, Halmi, Goldberg, & Davis, 
1980; Fairburn, 1995).
Eating Disorders
Anorexia Nervosa is characterized by drastic weight loss and amenorrhea 
resulting from a regimen of self-imposed starvation. The refijsal to eat or maintain 
a weight at or above 85% of “normal” standards is motivated by a morbid fear of 
weight gain and a dysmorphic perception of one’s own body as being over­
weight. The American Psychiatric Association’s Diagnostic and Statistical 
M anual o f M ental Disorders (Fourth Edition) (APA, 1994) defines two 
subgroups of anorexia nervosa: restricting type and binge-eating/purging type. 
Anorexia Nervosa has been found to occur in 0.5%-1.0% of females (APA, 1994) 
with up to 5% of females reporting some symptoms of anorexia (Kaplan & 
Sadock, 1998).
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Bulimia nervosa is an eating disorder in which recurrent acts of 
consuming extrordinate amounts of food within a two-hour period are followed 
by a compulsive elimination of the binge by means of purging, use of laxatives 
and diuretics, and/or excessive exercise (APA, 1994). The goal of the 
compensatory behaviors is to avoid any weight gain that may result from the large 
caloric consumption. The DSM-IV (APA, 1994) defines two subgroups of 
bulimia nervosa which are distinguished by the compensatory behavior used by 
the individual with bulimia; purging type and non-purging type. Bulimia Nervosa 
has been found to occur in l%-3% of adolescent and college age females.
Restrained Eating and Eating Disorders
Dieting is considered to increase vulnerability to the development of an 
eating disorder (Cooper, 1995; Polivy & Herman, 1985). Body mass, 
sociocultural pressure to be thin, body dissatisfaction, and binge eating have been 
shown to be predictors of dieting behaviors (Stice, Marotti, Krebs, & Martin, 
1998). Strict dieting can lead to caloric deprivation and deviation from the set- 
point. In the process of maintaining homeostasis, physiological signals of hunger 
are produced. The dieter attempts to ignore these signals and, instead, 
concentrates on the dieting “rules” and goals. As the dieting proceeds and 
contributes to increasing hunger, the likelihood of a binge increases. Evidence 
supports the assertion that dietary restraint often precedes patterns of eating 
disorder pathology (Cleaves, Williamson, & Barker, 1993; Keys, Brozek, 
Henschel, Mickelson, & Taylor, 1950; Lowe, Gleaves, DiSimone, Furgueson,
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Gayda, Kolsky, Neal-Walden, Nelson, & McKinney, 1996; Stice & Agras, 1999; 
Stice, Shaw, and NemerofF, 1998; Westenhoefer, Stunkard, & Pudel, 1998) and 
chronic dieting has been found to predict the onset of binge eating and purging 
(Kinzl et al, 1999; Stice & Agras, 1997; Stice, Killen, Hayward, and Taylor,
1998; Stice, Ozer, & Kees, 1997; ). Thus, patterns of restrained eating may . 
precipitate tin eating disorder diagnosis. These findings encourage the inclusion of 
chronic dieting as an etiological factor of eating disorders.
The relationship between restrained eating and the eating disorders can be 
considered along a continuum (Polivy & Herman, 1985), with the eating disorders 
representing a more severe, yet symptomatically similar pattern of behavior (See 
Figure 1). Blundell (1990) states, “Anorexia nervosa is arguably an extension o f 
extreme dietary behaviors and bulimia nervosa can also be viewed as an escape or 
rebound from dietary restraint to binge eating,” (p. 113). Rossiter, Wilson, and 
Goldstein (1989) found that restrained eaters and patients with bulimia nervosa 
had similar levels of body dissatisfaction, dietary restraint, and food 
preoccupation, yet bulimic patients scored significantly higher than restrained 
eaters who also scored significantly higher than unrestrained eaters on 
assessments of eating disorder pathology, disinhibition, depression, and measures 
o f low self-esteem. The continuum model has been supported in research, 
showing higher levels of psychopathology in restrained eaters and bulimics (Lowe 
et al, 1996).
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Figure 1. Eating Behavior Continuum
X________________________ X________________________ X
normal eating dietary restraint eating disorder
Conceptualizing restrained eating along the eating disorder spectrum 
provides insight into the pathogenesis and maintenance of disordered eating. This 
can allow for symptoms to be compared and investigated in order to further the 
understanding of how symptoms of restraint may evolve into symptoms of 
anorexia or bulimia. The catalyst for this transformation from a pattern of restraint 
to a clinical eating disorder remains speculative. Stice (1994) proposes a dual 
pathway model in explaining the development of bulimia nervosa. This model 
emphasizes the impact of social pressures to be thin, which lead to an 
internalization of the “thin-ideal”, the cultural ideal of thinness ( McCarthy,
1990) and body dissatisfaction. The dissonance between the “thin-ideal” and the 
experience of one’s own body may contribute to negative affect. The 
dissatisfaction with one’s weight, shape, and appearance may also become 
motivating factor to begin dieting. Dietary restraint and negative affect has been 
shown to contribute to bulimia nervosa (Stice, Shaw, & Nemeroff, 1998). 
Shepherd & Ricciardelli (1998) in support of Slice’s dual pathway model, found 
that dietary restraint and negative affect were “partially mediating” in the 
development of bulimic symptoms from body dissatisfaction. Stice et.al., (1998) 
further propose that, because the model accounted for only a proportion of the
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
variance in symptoms, there may be other etiological factors in the development 
o f bulimia nervosa.
Polivy and Herman (1995) suggest that only in susceptible individuals 
(characterized by “ego deficits” common to women with other psychological 
disorders) do dieting behaviors transition to a diagnosable eating disorder. Their 
theory posits an important role for specific characteristics that may increase the 
intensity or chronicity of the dieting behaviors. This implies there may be 
vulnerabilities or risk factors inherent in some dieters that encourage the 
development of disordered eating patterns. Yet, these critical “ego deficits” 
remain undefined by the authors.
The psychological vulnerability that may differentiate those restrained 
eaters who eventually develop an eating disorder from those who do not might 
best be explained in terms of a diathesis-stress model. The diathesis-stress model 
suggests that when a person with a preexisting vulnerability to a particular 
disorder is exposed to external forces, over a period of time the “stress” of these 
forces may trigger the development o f the disorder. Stress can be defined as any 
event that leads to the disruption of homeostasis. With regard to eating disorders, 
when confronted with equivalent stress, people who have this diathesis should be 
more likely to experience eating disorder symptoms than people who do not have 
this predisposition. When stress is non-existent, the people with the diathesis 
should be no more likely to develop eating disorder symptoms than people not 
possessing this risk factor.
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It has been proposed by this author that obsessive-compulsivity is that 
diathesis leading to the perpetuation of eating disorder symptoms. Rothenberg, 
(1986; 1990) has provided evidence in support of his proposal that eating disorders 
are a manifestation of an underlying obsessive-compulsive disorder. Joiner et. al. 
(1997) compared constructs they found predicting bulimic symptoms to features 
associated with obsessive-compulsive disorder and encourage future examination 
into Rothenberg’s hypothesis. In this paper, the evidence supporting a relationship 
between eating disorders and obsessive-compulsivity will be addressed, and the 
predicted influence of obsessive compulsive symptoms on the susceptibility to the 
development of an eating disorder will also be presented.
Obsessive-Compulsive Disorder
According to the DSM-IV, obsessive-compulsive disorder (OCD) is 
characterized by persistent and interfering thoughts that are often accompanied by 
compulsive behaviors that serve to counteract the obsessions. These obsessions 
are intrusive and persistent, unable to be ignored by the sufferer. They tend to 
increase anxiety and cause marked distress. Compulsions are rituals or “driven” 
behaviors carried-out in an attempt to alleviate the distress and reduce the anxiety 
associated with the obsessions. For example, if an individual with OCD has a fear 
of being contaminated, they may excessively was their hands or avoid “unclean” 
areas or situations. The obsessions and compulsions are both time-consuming and 
often disruptive to the social and occupational functioning o f the person with the 
disorder. The lifetime prevalence o f OCD is estimated to be 2.5% of the general
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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population (APA, 1994), and 1 in 200 children and adolescents are affected 
(March & Mulle, 1998). During adolescence, males have been shown to have 
higher rates of OCD than females but, among adults, rates are estimated to be 
equal for males and females. (Kaplan & Sadock, 1998).
The etiology of OCD may be accounted for by a biopsychosocial 
conceptualization. That is, there appears to be a relationship among the biological 
make-up, the psychological processes, and the social environment of an individual 
that can contribute to the development of a disorder. Studies have also supported 
possible neurobiological bases for the development of OCD, specifically 
serotonergic fiinctioning (Insel, Mueller, Alterman, et al, 1985) and increased 
glucose metabolic rates in the caudate nucleus (Baxter, Phelps, Mazziota, Guze, 
Schwartz, & Selin, 1987; Schwartz, Stoessel, Baxter, Martin, & Phelps, 1996) 
which have been found in patients with OCD. Furthermore, genetics have been 
shown to have a significant role in the transmission of OCD, with 35% of those 
diagnosed with the disorder having a first degree relative with OCD (Black, 
Noyes, Goldstein, & Blum, 1992). An individual’s biological vulnerability 
towards the development of OCD may remain dormant until external stressors 
trigger the manifestation of underlying obsessive-compulsive symptomology (a 
diathesis stress model). For example, an individual may enter a stressful situation 
that leads to worry and feelings of lack of control. According to this diathesis- 
stress explanation, this psychological stress may lead to the manifestation of this 
individual’s pre-existing obsessive-compulsive tendencies.
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The operant conditioning model emphasizes the importance of learning 
and reinforcement in the development of obsessive-compulsive disorder. As 
explained by this model, OCD develops when unpleasant and intrusive thoughts 
become so discomforting that the individual attempts to eliminate them or their 
potential consequence by behaving in ways to control or “undo” the anxiety 
brought on by the obsession (Kaplan & Sadock, 1998). The compulsions are 
repetitive and purposeful avoidance behaviors that contribute to anxiety- 
reduction. Thus, compulsions become negatively reinforced, allowing the 
obsessor to perform behaviors that distract from and neutralize the intense anxiety 
brought fourth by the obsessions.
The success of exposure and response methods for the treatment of OCD 
support the application of the learning model in the developmental 
conceptualization of OCD. These treatments consist of presenting patients with 
anxiety-evoking situations and prohibiting them from engaging in compulsive 
behaviors (Foa, Steketee, & Milby, 1980). In not being allowed to experience the 
negative reinforcement that further perpetuates the disorder, the patient learns to 
confront the stressful situation. This situation eventually becomes less anxiety- 
evoking and eliminates the need for anxiety reduction behaviors (Griest, 1990).
Obsessive-Compulsive Disorder and Eating Disorders
A review of the empirical literature reveals that eating disorders and OCD 
share similar etiologies, symptomatic representations, and respond to comparable 
treatment modalities. The high rates of comorbidity between eating disorders and
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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obsessive-compulsive disorder raises the question of whether they are the 
representation o f an etiological variation or if they are two distinct entities that, by 
coincidence, tend to occur together. Rothenberg (1986; 1990) argues that the 
symptoms and patterns of OCD are the intrinsic elements that motivate and 
sustain the eating disorders. Using the diathesis stress modality, eating disorder 
symptoms may lead to a physical and psychological stress on the body. This stress 
may then trigger the underlying obsessive compulsive disorder, thereby causing 
the manifestation of obsessive compulsive symptoms and the perpetuation o f the 
obsessive and compulsive features that contribute to and maintain eating disorder 
behaviors. Understanding the OCD/eating disorder relationship may allow 
psychologists to unravel the etiological components and to conceptualize the 
much larger phenomenology of the eating disorders.
Many studies have explored the phenomena of the high rates of eating 
disorder and obsessive-compulsive disorder comorbidity. It is argued by some 
researchers that the prevalence of OCD in bulimic patients is higher because of 
the similar cycle of an anxiety provoking obsession counteracted with an anxiety 
reducing behavior in both disorders(Tynes, White, & Steketee, 1990), but 
investigators disagree in determining which eating disorder is more likely to have 
comorbid OCD. Comorbid OCD has been found in 7%-50% of anorexic patients ( 
Halmi, Eckert, Marchi, Sampugnaro, Apple, & Cohen, 1991; Rubenstein, Pigott, 
Altemus, L’Heureux, Hill, & Murphy, 1993; Solyom, Freeman, & Miles, 1982; 
Thiel, Broocks, Ohlmeier, Jacoby, & Schuessler, 1995; Thornton & Russell, 1997 
) and comorbidity was determined to be 3%-32% of bulimic patients (Halmi et al.,
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1991; Rubenstein et al., 1993; Solyom et al., 1982; Thiel et al., 1995; Thornton & 
Russell, 1997).
Eating disorders often consist of obsessive-compulsive features regarding 
body weight, food, and eating, yet broader obsessive-compulsive patterns are also 
common. This is why the eating disorders have been considered part of the 
“obsessive-compulsive spectrum” (Aragona & Vella, 1998). Matsunaga, Miyata, 
Iwasaki, Matsui, Fujimoto, & Kiriike (1999) found that anorexic and bulimic 
individuals with concurrent OCD displayed more OCD symptoms related to 
symmetry, exactness, and order than individuals with only OCD. Patients who 
exhibit the clinical symptomology of an eating disorder while manifesting 
obsessive-compulsive characteristics unrelated to body image or food are 
typically diagnosed with having separate, yet co-existing pathological entities.
The preoccupation with weight and the compulsion to restrict food intake 
represented by the anorexic patients and the ritualistic compulsions to binge and 
purge of the bulimic patients are usually considered distinct from the obsessional 
behaviors and the anxiety-reducing rituals presented in the DSM-IV criteria for 
obsessive-compulsive disorder.
Dieting and starvation have been shown to greatly magnify the 
presentation of obsessive-compulsive symptoms. This is illustrated in a study by 
Keys et al. (1950), in which the profound psychological effects of semi-starvation 
were demonstrated. In this study, thirty-six normal-weight male volunteers were 
placed on a low-calorie diet for six months. After losing 25% of their body 
weight, the volunteers began to exhibit behavioral symptoms common to anorexia
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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nervosa: excessive rumination about food and eating, ritualistic eating patterns, 
and the hoarding of food, cookbooks, cooking appliances, and kitchen utensils. 
They also became increasingly anxious, depressed, irritable, and socially 
isolative.
Many subjects in the Keys et al. (1950) study began to display obsessive- 
compulsive behaviors as a result of physiological starvation:
“Much less reasonable was the buying of old books, unnecessary 
secondhand clothes, knickknacks, and other ‘junk.’ Often after making such 
purchase, which could be afforded only with sacrifice, the men would be puzzled
as to why they had bought such more or less useless articles Several subjects
insisted that they had grown unusually anxious to save money for a ‘rainy day’ 
and attributed this to the insecurity they felt in the experimental situation,” (p. 
837).
It has been suggested that the severity of starvation in the eating 
disordered patient exaggerates any comorbid obsessive compulsive symptoms 
(Garfinkel, Kennedy, & Kaplan, 1995). Thornton & Russell (1997) propose that a 
premorbid tendency towards obsessionality is magnified by the effect of 
starvation. It may be argued that those participants in Keys et al’s study who 
displayed more pervasive obsessions and compulsions may have had a 
predisposition towards OCD. Thus, long-periods of caloric restriction resulting in 
substantial weight loss may trigger the manifestation of latent obsessive- 
compulsivity. This may explain the higher prevalence of OCD in individuals with 
anorexia nervosa. “It may be that the cultural emphasis on slimness interacts with 
the obsessive personality to product the clinical syndrome of anorexia nervosa,” 
(Solyom, Freeman, Miles, 1982).
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Until more research addresses the longitudinal relationship between OCD 
and the eating disorders it is premature to assert whether OCD or the eating 
disorders appears symptomologically primary. Studies revealing that obsessive- 
compulsive pathology remains present after the comorbid eating disorder 
disappears are enlightening in the etiological conceptualization o f the disorders 
(Kasvikis, Tsakiris, Marks, Basoglu, & Noshirvani, 1986; Hsu, Kaye, & Weltzin, 
1993; Thomsen, 1994). Therefore, it appears that obsessive compulsivity may be 
the primary condition. The continuity of OCD in the eating disordered patient 
after the recovery of weight may indicate a susceptibility towards relapse of the 
eating disorder. Thus, obsessive-compulsive characteristics may encourage the re­
development of anorexic or bulimic preoccupations and further intensify the 
display of eating disordered rituals (Thiel et al, 1995). Because the anorexic or 
bulimic symptoms appear to be in much more critical need of treatment, the OCD 
remains untreated and hidden behind a more dramatic mask of eating disorder 
symptoms.
Although no research has been found investigating symptomological 
similarities between restrained eating and obsessive-compulsivity, this author 
purposes that the chronic dieting of restrained eaters may be motivated by 
obsessive compulsive tendencies. Contrary to Herman and Polivy’s (1995) 
proposal that ego deficits distinguish restrained eaters at an increased 
vulnerability towards eating disorders, this author hypothesizes that restrained 
eaters generally have more obsessive-compulsive symptoms than unrestrained
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eaters and, furthermore, that restrained eaters with the more severe obsessive- 
compulsive symptomology will be at higher risk of developing an eating disorder.
Cognitive Distortions
The evidence of a connection between eating disorder and OCD has been 
supported in research findings and suggests that the relationship between these 
disorders is much stronger than merely the comorbid appearance of the disorders. 
Symptomological similarities between these two types of disorders include 
disturbed cognitions, obsessions, compulsions, anxiety, defensive undoing, and 
the focus on control. Disturbed eating cognitions, considered the trademark of 
eating disorders, are also found in patients with OCD. Pigott, Altemus,
Rubenstein, Hill, Bihari, L’Heureux, Bernstein, & Murphy (1991) and Thiel et al 
(1995) gave the Eating Disorder Inventory to obsessive-compulsive patients and 
found that, compared to healthy controls, male and female patients with OCD had 
elevated scores on all subscales: Drive for Thinness, Bulimia, Body 
Dissatisfaction, Ineffectiveness, Perfectionism, Interpersonal Distrust,
Interoceptive Awareness, and Maturity Fears. Thiel et al (1995) also demonstrated 
that comorbid OCD was associated with greater scores of eating disorder 
pathology on the Eating Disorder Inventory in patients diagnosed with anorexia or 
bulimia nervosa. These studies suggest that, regardless of gender, there are 
common distortions of cognition and thinking patterns shared by the two eating 
disorders and OCD, and that OCD may intensify the eating disorder 
symptomology.
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Restrained eaters are susceptible to distorted cognitions about their eating, 
weight, and feelings of self-efficacy (Ruderman, 1985; Bonifazi & Crowther, 
1996). Obsessive-compulsivity may exacerbate the symptoms of the restrained 
eater by influencing the rigidness and adherence to the dietary rules, the weight 
goal, depressed and anxious cognitions, and the perception of body image. 
Ruderman states (1985), “The tendency to place extreme importance upon weight 
loss and dieting may be part of a person’s more general tendency to ascribe to 
rigid, perfectionistic, irrational beliefs,” (p.560). Thus, an increased intensity of 
obsessive- compulsive symptoms may be manifested as restrained eating and may 
further evolve into symptoms characteristic of an eating disorder (see Figure 2).
Figure 2. Development ofan  Eating Disorder from OCD
eatîri^ disorder symptoms 
restrained eating symptoms
obsess)ve*cofnpu!sive Symptoms
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Investigating the emergence of both eating disorders and OCD during 
adolescence may provide insight into the development, and the onset, and the 
relationship between these disorders. The appearance of these disorders during the 
teen years also raises the question of whether these disorders are triggered by 
social influences. Western ideals, media standards of beauty, and peer pressure 
cultivate fads and serve as motivators of behavior. The social expectations of 
thinness and the glorification of self-control are experienced by the adolescent 
watching television programs, advertisements, and looking at pictures of fashion 
modeling. The media preys on the need for social acceptance and the insecure 
relationship the girl has with her developing body. To be thin is presented as 
ideal, and only those with strict control of their eating can achieve that goal. Thus, 
dieting behaviors may begin. For the female who may be predisposed to OCD, 
these standards may have an additional effect. Not only may dieting patterns 
trigger an underlying obsessive-compulsive nature, but this obsessive-compulsive 
pattern may, in turn, serve as a strong motivator of the dieting behaviors.
The desire for thinness may also become the drive to reverse the physical 
changes of puberty in order to achieve the prepubescent look and receive the 
attention and praise of the media and their peers. However, psychodynamic 
thought rests on the idea that anorexia nervosa represents the adolescent female’s 
avoidance of sexuality. Rothenberg (1990) hypothesizes that females with 
obsessive-compulsive tendencies are subconsciously overwhelmed by social 
expectations, and they attempt to control their struggles by defensively 
overcompensating. These adolescent females become rigid, perfectionistic.
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stubborn, detail-oriented, and needing order and cleanliness to the extreme. 
Coincidentally, these are the revered and reinforced characteristics o f success in 
the western culture. Individuals that exhibit these characteristics are reinforced by 
parents and teachers, often without their noticing that the behaviors are excessive 
and ultimately maladaptive. Therefore, the underlying OCD may be triggered 
leaving the adolescent female with an increased vulnerability to develop an eating 
disorder.
Obsessional Characteristics
Obsessions are at the core o f both eating disorders and OCD. Pigott et al 
(1991) suggests that there is an “obsessional nature” that provokes and distorts 
cognitions and behaviors. Patients with these disorders are unable to ignore these 
obsessions and unwillingly allow them to pervade in all aspects of their life. 
Formea and Burns (1995) hypothesize that the inability to disattend from these 
obsessions results in an increase in affective disorders. This can explain the high 
percentages of clinical depression and anxiety found in eating disorder patients 
and OCD patients (Kaye, Weltzin, Hsu, & Bulik, 1991; Herzog, Nussbaum, & 
Marmor, 1996).
Obsessions act as an inner compelling force, taking the form of 
ruminations and mental images. Ruminations invoke a constant surveillance of 
daily behaviors to insure that contact with anxiety-provoking stimuli is avoided. 
The OCD patient may spend most o f the day contemplating his or her particular 
obsession, which could cause marked anxiety, distress, and corresponding
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compulsions to eliminate the built-up emotion. In the case of bulimia, the 
individual may spend the day struggling with feelings o f hunger and the obsessive 
need to diet, eventually reaching the pinnacle of the binge. For the person with 
anorexia, obsessions may take the form o f recipe collecting and cooking large 
meals. It is thought that these recipes are enjoyed by the anorexic as a vicarious 
feast and the preparation of elaborate meals becomes a symbolic and indulgent 
experience, possibly to trick the starving body into thinking it has been nourished. 
The obsessionality of the individual with an eating disorder can be pervasive;
“Some people find themselves totally preoccupied with the very subject 
they are trying to avoid, unable to think about anything but food and eating. They 
find it difficult to engage in everyday activities that require concentration, such as 
reading or conversing, and activities that demand minimal mental focus, such as 
watching television become impossible,” (Fairburn, 1995, p. 46).
Another aspect of obsessional thinking is the inaccurate perception of the 
consequences of a behavior. Rubenstein et al.,(1992) refers to this as 
“pathological doubt ” The OCD patient may have difficulty understanding that 
repetitive handwashing will not eliminate all germs, even though he or she 
continues the behavior with obsessive determination. The anorexic patient may 
perceive a cracker or a piece of fruit as a “binge” that will lead to the gaining of 
excessive weight, even though the intake is minimal. The irrational thought 
processes promoting these obsessions serve to reinforce these dichotomous 
thinking patterns and the subsequent maladaptive behaviors.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
2 1
Control
A major theme of these disorders is the focus on control. The obsessive- 
compulsive individual attempts to control his or her environment through the 
obsessions and compulsions. The “cleaner” is convinced that repetitive 
handwashing or an immaculate house will prevent germs from infecting 
themselves or others. The “checker” needs to make certain that the stove is “off’ 
over and over again, even though it has not been used yet that day. The “repeater” 
must repeat a specific phrase or “something bad will happen” . The compulsions 
are empowering for the obsesser. He or she may not feel in control o f the 
ruminations or mental images, but they can control their actions needed to 
counteract their anxieties.
It is speculated that eating disordered patients may feel in control of their 
environment through their eating behaviors. The dietary restriction o f the anorexic 
and restrained eater serves as immediate evidence of self-control. Hunger is 
perceived as a threat o f control and fullness is perceived as a failure of control 
(Fairburn, Shafran, & Cooper, 1999). Restriction becomes a symbol of an 
anorexic’s and restrained eater’s self-control, and the purging by the bulimic 
represents a regaining o f the control lost in the binge.
Polivy and Herman (1985) state that it is the belief of being in control that 
maintains restrictive eating. After consuming a specific amount of calories as part 
of a study, restrained eaters have been found to believe that they have 
transgressed the rules o f their diet and that they are no longer in control o f their 
consumption. Consequently, disinhibition occurs resulting in overeating. After
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disinhibition, the restrained eater may quickly recommit to the strict dietary rules 
in an effort to reclaim the feelings of self-control that had previous been attained 
through restrictive dieting. This self-control may temporarily increase feelings of 
self-worth and efficacy and, in turn, validate the behavior. This is also rewarded 
by the attention of peers and reinforced by society’s diet and weight standards 
(Rothenberg, 1990).
Compulsions
The anxiety-reducing compulsions and rituals of the eating disordered 
patient and the obsessive-compulsive patient demonstrate a type of defensive 
undoing. This can be a temporary escape from the ruminations and obsessions 
that provoke anxiety (Holden, 1990). The bulimic patient attempts to “undo” the 
binge by adopting a compensatory behavior, for example, purging or laxative use. 
These compensatory behaviors decrease the anxiety and guilt o f the binge and 
may thwart the feared weight gain. When confronted with the misperception or 
feeling that one has gained weight, an anorexic may increase the restrictiveness of 
his or her eating pattern with the intent to “undo” the weight gain and lessen the 
anxiousness. The previously mentioned restrained eater may resume an adherence 
to a strict diet after disinhibition in an effort to “undo” the act o f indulgence and 
re-establish self-control. From the perspective of the OCD patient, the effects of 
perceived contamination is “undone” by ritualistic handwashing (Bulik, Beidel, 
Duchmann, Weltzin, & Kaye, 1992). Excessive exercising may be considered a 
defensive undoing; it is observed in an estimated one-fourth of eating disordered
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patients and has been seen most often in anorexia nervosa (Brewerton, Stellefson, 
Hibbs, Hodges, & Cochrane, 1995). Physical activities are often taken to the 
extreme, possibly motivated by the determination to “undo” calories or to 
eliminate the feelings of fatness. It has been proposed that undereating and 
overexercising can serve as mutually reinforcing behaviors that eventually 
exacerbate the pathological and obsessive nature of their condition (Davis, 
Kennedy, Ralevski, Dionne, Brewer, Neitzert, & Ratusny, 1995). Therefore, the 
action originally meant to “undo” paradoxically can perpetuate and intensify an 
already severe and fragile condition.
Thus, an eating disorder appears to fulfill the requisites needed to be 
considered a manifestation o f OCD. But, according to the DSM-IV, eating 
disorders do not qualify for the diagnosis because “the person usually derives 
pleasure from the activity and may wish to resist it only because of its deleterious 
consequences” (p. 422). The fine line that distinguishes an eating disorder from an 
obsessive- compulsive disorder is that eating disorder symptoms appear willfully 
maintained and “ego-syntonic” while obsessive-compulsive symptoms are 
unwanted and “ego-dystonic”. It could be argued that this interpretation of ego- 
syntonia is a misrepresentation of the true ego-dystonic nature of the eating 
disorder.
Anorexics typically minimize or deny their symptoms and are often 
considered resistant to therapy (Kaye, Weltzin, & Hsu, 1993). Thus, the 
symptoms of the eating disorder seem purposeful in that they contribute to the 
success o f the weight loss. However, the anorexic's possible fear that his or her
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recognition of the actual discomfort and struggle with the symptoms would lead 
to subsequent treatment. It is the treatment for the eating disorder that is perceived 
as inevitably resulting in his or her weight gain. Therefore, the ego-syntonic 
representation by the eating disorder patient as “everything is fine” is fear- 
avoidance Hiding the dystonie feelings that “everything is not fine” allows the 
patient to avoid having to confront therapeutic weight-gain, which is possibly 
what the patient fears most.
Furthermore, Rothenberg (1986) states that eating disorders are far too 
excessive to be ego-syntonic. Although the eating disorder begins as voluntary, 
conscious, and with a purposeful goal (e.g., dieting), the reign o f this disorder 
becomes the opposite. Thus, the evolution from restrained eating to a clinical 
eating disorder may be represented in the transformation from patterns considered 
to be ego-syntonic to cognitions and behaviors perceived as ego-dystonic. The 
obsessions become involuntary and pervade every aspect of the anorexic’s or 
bulimic’s life. The rituals continue even after the patient recognizes the harm 
being done to their body (Bruch, 1978). Once started, eating disorders take on a 
momentum that cannot simply be stopped by the patient later (Weiss, 1995). 
Solyom et al (1982) termed the inability to end an activity once it has begun as the 
“sorcerer’s apprentice syndrome ” Like OCD, the patient can see the 
preoccupations and compulsions of their eating disorder as distressing, yet he or 
she is unable to arrest the thoughts and behaviors.
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Treatments
Many studies have explored the phenomena of the high rates of eating 
disorder and obsessive-compulsive disorder comorbidity. The conceptualization 
o f these disorders as analogous entities allows for the utilization of OCD 
interventions in the treatment of eating disorders. Exposure and response 
prevention has been shown to be successful in the treatment of OCD and bulimia 
nervosa. Patients are repeatedly exposed to anxiety and fear-provoking stimuli 
and then instructed to not engage in their compulsive behavioral responses. Foa, 
Steketee, & Milby (1980) found that prolonged exposure to anxiety-evoking 
stimuli significantly reduces compulsions and decreases the discomfort of having 
been exposed to the stimuli. At follow-up, Foa, Grayson, Steketee, Doppelt, 
Turner, & Latimer (1983) noted an improvement of 76% of OCD patients when 
using this exposure and response prevention technique.
Kennedy, Katz, Neitzert, Ralevski, & Mendlowitz (1995) examined the 
effectiveness of exposure with response prevention treatment for patients with 
bulimia nervosa and anorexics with bulimic subtypes. Binge eating often serves as 
an anxiety-evoking stimuli that is followed by compulsive purging behaviors. In 
the study, patients were instructed to binge to the point when they would usually 
purge, and then be monitored for a several hours to prevent purging. Results 
indicated a significant reduction in the patients’ “urge to vomit”, “urge to binge”, 
“guilt”, “tension”, and “depression” from the first session of exposure with 
response prevention to the last session (Kennedy et al, 1995). The cognitive 
appraisal of the anxiety-evoking stimuli changed remarkably during this
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treatment as did the compulsion to perform ritualistic behaviors. Other studies 
have found that exposure with response prevention, with food consumption as the 
focus of the exposure, to be successful in decreasing bulimic symptoms of 
vomiting (Leitenberg, Rosen, Gross, Nudelman, & Vara, 1988; Gray & Hoage, 
1990), weight anxiety and obsessions (Rosen, & Leitenberg, 1982), and 
improvements in self-esteem and mood (Wilson, Eldredge, Smith, & Niles, 1991). 
Exposure with response prevention was also found to reduce the anxiety of an 
anorexic patient when exposed to high fat/high calorie foods (Boutelle, 1998).
The Anxiety of Being Weighed
Before exposure with response prevention can be investigated as a 
treatment for restrictive eating, the anxiety-provoking stimuli must first be 
established. An additional purpose of this study is to examine the weight scale as 
a source of anxiety for individuals with restrictive eating patterns. Additionally, 
this study will investigate the effects of having been weighed on cognitions 
relating to mood, body image, and food. It is hoped that findings from this pilot 
study will serve as a foundation for future research involving eating disordered 
patients and to better incorporate the role of obsessive-compulsive symptomology 
into the disordered eating continuum.
The scale has immense power in the life of the dieter and eating 
disordered individual, yet there is limited research acknowledging the role the 
scale plays in the reinforcement and maintenance of disordered eating. Jansen, 
Louwerse, Leemans, & Schouten, (1998) asked subjects to rate the importance of
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having been weighed as part of their study. They found that restrained eaters 
considered having been weighed to be more important than did the unrestrained 
eaters. Many of those with disordered eating compulsively and hypervigilantly 
weigh themselves throughout the day. The scale is symbolic for dieters and eating 
disordered individuals. Weight loss or weight gain is representative o f the success 
or failure of eating behaviors and may serve as an index for measuring self- 
control. For example, a weight increase is oftentimes perceived as a 
disappointment, whereas a weight loss may serve as incentive to continue dieting 
and to seek the reward of losing more weight. The reading on the scale can be a 
source of anxiety and may serve to reinforce the dieter’s restrictive rituals towards 
achieving a misguided goal weight. Therefore, weighing oneself may initiate and 
maintain the obsessive-compulsivity and further intensify eating disorder 
symptoms.
Interestingly, in a study by Morgan and Jeffrey (1999), 90% of their 
participants identified as restrained eaters were shown to underestimate their 
actual weight by an average of 11 pounds. This finding may indicate a tendency 
for restrained eaters to report their weight inaccurately in an effort to present 
themselves as close to their goal weight and to validate efficacy of their restrictive 
diet practices. When a restrained eater weighs him or herself on a scale, they may 
have to confront the possibility of weight gain and may be forced to acknowledge 
the possibility that their restrained eating is “not working.” This acknowledgment 
may itself be anxiety provoking. McFarlane, Polivy, and Herman (1998) suggest 
that an observed weight increase may have psychological consequences for
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dieters and Gamer, Rockert, Olmsted, Johnson, & Coscina (1985) viewed the 
scale as the emotional determinant for mood and self-evaluation. Investigating 
how the act of weighing oneself effects the chronic dieter may contribute to a 
better understanding of eating disorder development.
As previously mentioned, disinhibition and, in an extreme form, binges, 
have been shown to result from periods of dietary restraint and, in some cases, 
lead to eating disorder pathology. Mood state, self-esteem, and anxiety have been 
shown to influence disinhibition, yet existing research findings fail to converge in 
explaining in the directionality of this disinhibitory eflfect. Dieters in a negative 
mood state have been found to have a significant decrease in the consumption of 
food when compared to the amount of consumption of dieters in a positive mood 
state and nondieters (Eldredge, 1993). In a contrary finding, negative affect 
triggered increased consumption (Cools, Schotte, & McNally, 1992) and binge 
eating (Slice et al., 1998a). Studies on anxiety’s effect on disinhibition have found 
some anxiety induction procedures result in the maintenance of restrictive eating 
patterns (Steere & Cooper, 1993), whereas other anxiety induction procedures 
contribute to the dieters’ increased food intake (Herman, Polivy, Lank & 
Heatherton, 1987; Polivy, Herman & McFarlane, 1994). Similarly, low self 
esteem in restrained eaters predicted lowered food consumption in a study by 
Jansen et al., (1998) , yet it has also been implicated in restrained eaters’ 
increased consumption, as demonstrated by Polivy, Heatherton, & Herman 
(1988). Because o f the contradictory results demonstrated by the previously 
mentioned findings, more research must be done to clarify the role of affect, self­
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esteem, and anxiety as potential mediating variables in the dietary restraint and 
disinhibition of restrained eaters. Furthermore, the influence of a high level of 
obsessive-compulsivity on the intensity of these hypothesized disinhibitors should 
also be examined as a contributory variable in the development of eating disorders 
from patterns of dietary restraint.
McFarlane et al (1998) investigated the influence of receiving false weight 
feedback on cognitions and found that restrained eaters who where told that they 
weighed five pounds heavier than their actual weight experienced a worsening of 
mood and decreased feelings of self-worth compared with restrained subjects who 
where told they weighed five pounds less than their actual weight and controls 
who were not weighed. Interestingly, the five pound lighter group and the five 
pound heavier group both reported increased anxiety compared to the control 
group. This observation leads to the question of whether the act of being weighed, 
in itself, is sufficient in influencing the cognitions of dieters. This author 
hypothesizes that, for restrained eaters, the act o f being weighed will be a more 
anxiety provoking stimulus and a greater influence on mood, body image 
distortion, and food related cognitions than for unrestrained eaters.
Food-Related Cognitions
It has been shown that restrained eaters and eating disordered individuals 
share similar food-related cognitions that are significantly diflferent than those of 
unrestrained controls (Sunday, Einhorn, & Halmi, 1992). Both restrained and 
eating disordered subjects reported preferences for low-fat, low-calorie, and low-
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carbohydrate foods. Reported feelings of guilt and danger associated with 
perceived calories, fat, and carbohydrate levels of foods further support the theory 
of an eating disorder continuum. Unrestrained controls considered foods to be 
more “safe” and “free of guilt”, followed by the perceptions of restrained eaters. 
The eating disordered subjects reported greater perceptions of guilt and danger 
associated with food. If the weight on the scale is shown to provoke anxiety in 
restrained eaters, it would be interesting to determine whether food- related 
cognitions are influenced by that exposure.
Anxiety and Mood
Previous studies have either induced anxiety and mood by using stimuli 
unrelated to dieting, for example, the Velten Mood Induction Procedure 
(Ridgeway & Jeffrey, 1998; Smith, 1990), movies (Cools et al., 1992), or the 
prospect o f having to deliver a speech in front o f others (Polivy et al., 1994). In 
contrast, McFarlane et al, (1998) manipulated subjects’ weight to elicit anxious 
feelings. Because weighing oneself is a regular and oftentimes frequent behavior 
o f dieters, McFarlane et al’s (1998) successful mood and anxiety provocation 
may not represent having been given false weight feedback. Instead, being 
weighed alone may have triggered anxiety. According to the principle o f classical 
conditioning , two events that occur close together become associated, resulting in 
a similar response to both events. If the weight displayed on the scale repeatedly 
elicits an anxious response from the dieter, this response becomes conditioned and 
eventually associated to just the act of being weighed. Therefore, it is 
hypothesized that the restrained eater (chronic dieter) will report an increased
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anxiety and negative affect after being weighed compared to weighed 
unrestrained eaters. This is not only a result of the restrained eaters’ increased 
concern about body weight when compared to unrestrained eaters, but because the 
scale may be a conditioned stimulus that elicits a conditioned response o f anxiety 
and negative affect.
The reading on the scale has been shown to trigger the mood of the 
restrained eater. Tiggemann (1994) and McFarlane et al. (1998) found that 
restrained eaters who were told that they lost weight reported being much happier, 
while restrained eaters who were told that they gained weight reported being 
upset. The mood of unrestrained eaters did not change across conditions. No 
studies had been found investigating any mood change in restrained eaters after 
being told of their actual weight. It will be important to determine whether or not 
participants are satisfied with their reported weights as part of the interpretation of 
the cognitive effects of being weighed.
Bodv Image
Women who are restrained eaters have been found to have a greater 
distortion of body image perception when compared to unrestrained eaters, but 
less distortion when compared to bulimic women (Nelson & Gidycz, 1993). This 
supports the assertion that the eating disorders represent a symptomatically more 
severe variation of restrained eating. Restrained eaters indicated significantly 
greater concern about body weight and shape when compared to unrestrained 
controls (McFarlane et al., 1998). When negative affect is reported along with a
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high body dissatisfaction, restrained eaters continue to restrict their intake, even 
when confronted with a disinhibitory stimulus (Paa & Larson, 1998; Schrader- 
Patton, 1997; Shepherd & Ricciardelli, 1998). Research findings support a 
significant interaction between negative affect and body dissatisfaction that 
further predicts subsequent bulimic pathology (McCarthy, 1990; Stice, 1994;
Stice et al, 1998b; Stice et al, 1998c). It is hypothesized that these findings will be 
extended to include the influences of the action of being weighed on body image. 
It is purposed that restrained eaters who are weighed will report an increase in 
body image distortion and negative affect compared to restrained eaters who are 
not weighed. Moreover, it may be shown that the cognitive reactions o f the 
weighed restrained eaters will interact with their degree of body image distortion 
and, in turn, influence food-related cognitions. It is not yet known how food- 
related cognitions will be effected, since most studies measure disinhibition by the 
restrained eater’s subsequent food consumption rather than by cognitions.
Self-Esteem
Low self-esteem is characteristic of individuals with eating disorders 
(APA, 1994) and also of restrained eaters (Garner, Olmstead, Polivy, 1983; 
McFarlane et al., 1998; Polivy et al., 1988). The self-esteem of eating disordered 
individuals and restrained eaters is unduly influenced by their perceived body 
shape and weight. Stice (1994) suggests that “People with low self-esteem are 
more likely to subscribe to culturally prescribed ideas in an effort to gain social 
acceptance and heightened esteem,” (p.649). Therefore, concerns about body
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shape and weight encourage negative self-evaluation and become a risk factors 
for adolescent dieting (Fairburn, Welch, Doll, Davies, & O’Connor, 1997), and 
adolescents who are dieting have a 2 .5 times higher probability o f developing an 
eating disorder over a one-year period than those who are not dieting (Patton, 
1988). Therefore, adolescents with low self-esteem may decide to diet in an 
attempt to feel better about themselves but, instead, become trapped in dieting 
patterns that further erodes their self-esteem.
The excessive preoccupation with weight gain and weight loss translates 
into a loss of self-esteem that is triggered by the reading on the scale. McFarlane 
et al (1998) found that restrained eaters who were told they weighed five pounds 
heavier than their actual weight, showed a significant decrease in self-esteem 
while, restrained eaters who were told they weighed five pounds lighter did not 
report a significant self-esteem change. Jansen et al., (1998) argues that just the 
act of weighing induces more negative self-statements in restrained eaters with 
low self-esteem. Therefore, weighing oneself may provoke a low self-esteem 
restrained eater to become more self-critical and chastising.
Self-esteem has also been shown to be a strong predictor o f food intake, 
with those restrained eaters with lower self-esteem consuming less than restrained 
eaters with higher self esteem (Polivy et al., 1988; Jansen et al., 1998). Through 
rejection of pleasurable and “forbidden” foods, the denial of the physiological 
signs of hunger, and the subjection o f oneself to uncomfortable means o f 
eliminating perceived overconsumption, the restrained eater and the individuals 
with anorexia and bulimia exert great willpower and effort to achieve weight
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goals and, ultimately, thinness. Weight loss signifies “success” and may 
contribute to feelings of accomplishment and efficacy. Weight gain is considered 
a “failure” that may lead to fhistration, fear, and shame. Thus, self-esteem may be 
promoted through the satisfaction of attaining goal-seeking behaviors. It is 
hypothesized that the self-esteem of restrained eaters will be lower than that of 
unrestrained eaters. Furthermore, it is expected that restrained subjects who are 
weighed will report higher self-esteem if they are satisfied with their weight 
compared to restrained subjects who are dissatisfied with their weight.
Rationale and Hypotheses:
1. The first purpose of this study is to test the hypothesis that 
restrained eaters will have more obsessive-compulsive symptoms than 
unrestrained eaters. Previous studies suggest that there is a high comorbid 
occurrence of eating disorders and obsessive-compulsive disorder. Therefore, it is 
expected that there will be a greater frequency of obsessive-compulsive 
symptomology in restrained eaters compared to unrestrained eaters. This is 
predicted because of the theoretical model indicating that restrained eaters are 
vulnerable to the development of clinical eating disorders. Furthermore, the eating 
behaviors of restrained individuals may be construed as having obsessive- 
compulsive qualities that are similar to, but less severe than the rituals and 
distorted cognitions found in eating disorders.
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2. The second purpose of this study is to test the hypothesis that the 
act of being weighed will result in a cognitive change from the pre- to post­
condition. It is hypothesized that restrained eaters will report increased 
anxiety, more depressed mood, greater body dissatisfaction, and a change in 
self-esteem and food related cognitions compared to unrestrained eaters after 
participants are weighed. Restrained eaters are expected to report greater 
anxiety after being weighed because of earlier findings that show restrained eaters 
indicating increased anxiety after being weighed, regardless o f being told they 
weigh five pounds more or less than their actual weight (McFarlane et al, 1998). 
Unrestrained eaters are not expected to show any change in anxiety after being 
weighed, because weight and dieting is not considered as important to this 
population.
A report of weight dissatisfaction by restrained eaters is expected to 
contribute to more negative cognitions. This prediction is based on Ogden and 
Evens’s (1996) finding that restrained eaters who see a weight increase report a 
more negative mood and poorer body image. Changes in Weight Satisfaction 
Reports from screening and post-test, along with a comparison between the 
participants’ reported weight at screening and weight during the experiment, will 
indicate perceived weight gain or loss and contribute to a better understanding as 
to how the participant emotionally interprets any weight variability. The 
cognitions o f unrestrained eaters are predicted to remain unchanged because, as 
previously stated, weight and dieting behaviors are not important for the 
unrestrained population. There is a non-directional prediction of the effects being
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weighed has on food-related cognitions for restrained eaters. Past findings show 
that dieters and non-dieters differ in their food preferences and emotional 
reactions to perceived caloric consumption (King, Herman, & Polivy, 1987; 
Thompson, Coovert, Pasman, & Robb, 1993). It is important to understand how 
food-related cognitions are affected by being weighed because distorted 
cognitions about food and weight are central features of the eating disorders and 
may predict subsequent food consumption.
3. The third purpose of this study is to test the hypothesis that 
restrained eaters with more obsessive-compulsive symptoms will report a 
greater increase in post condition anxiety, more depressed mood, greater 
body dissatisfaction, and larger self esteem changes compared to post­
condition reports of restrained eaters will little or no obsessive- compulsive 
symptoms. Restrained eaters with more obsessive-compulsive symptoms are 
expected to be more sensitive to the experimental manipulation. According to a 
diathesis-stress explanation, a pre-existing obsessive compulsive vulnerability 
may influence how the restrained eater interprets a situation predicted to be 
stressful. Being weighed may be ego-threatening in that it is expected to 
perpetuate existing fears about weight gain and it may be shown to trigger 
reactions of anxiety, depressed mood, body dissatisfaction, and lower self-esteem. 
The reading on the scale may be so anxiety provoking for the restrained eater that 
they tiy to avoid potential weight-gain by dieting. These reactions may be
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intensified by the restrained eater’s obsessive-compulsiveness and further increase 
the restrained eater’s vulnerability of developing an eating disorder.
Future Directions
If the hypotheses are supported in this study, future research will 
investigate the incorporation of the anxiety-provoking and cognition-influencing 
scale in an exposure with response prevention therapy for eating disordered 
patients. Inpatient treatment settings typically do not allow the eating disordered 
individual to monitor his/her weight gain during the course of his or her 
hospitalization. Information regarding weight is kept from the patient as to not 
provoke anxiety, weight obsessions, or threaten the progress already made in their 
program. By doing this, the scale remains powerful and its reading becomes a 
feared stimulus. This exposure with response prevention for the treatment o f the 
eating disorders would utilize the scale as the anxiety-evoking stimuli. This 
process would begin early in the hospitalized impatient setting, with the eating 
disordered patient weighing himself or herself every other day, without being 
allowed to restrict food intake, or binge and purge. After the weigh-in, patients 
would talk about their weight, impulses, concerns, and their general reactions to 
the reading on the scale. Having repeated exposure to the scale indicating an 
increase in weight would give patients the opportunity to explore the emotions 
and work through the anxieties o f weight gain and “normal” eating patterns in a 
controlled and monitored setting. It is hoped that the eating disordered individual 
realizes the need to eat regularly and maintain a healthy weight regardless of what
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the scale reads. Exposure with response prevention may prove to be empowering 
for the eating disordered patient who, for the first time, may begin to realize her 
own self-control and start trusting herself. It is liberating to not be controlled by 
the scale or enslaved to a restrictive diet. This new found freedom, as predicted by 
this author, will encourage greater self-confidence and self-efficacy, and lead to a 
reduced rate of relapse. This author proposes that the application of exposure with 
response prevention can also be extended to restrained eaters and may be 
successful in addressing the intense fear of gaining weight, the misperception of 
body image, and the compulsion to restrict food intake.
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Chapter Two 
Methods
Participants
Undergraduate female students from the introductory psychology subject 
pool at The University of Montana were assessed during group screenings in 
September, 2000 and February 2001. From the initial screening, 200 females 
(approximately 100 high restrained eaters and 100 low restrained eaters) were 
selected to participate in the second part of the study. A power analysis using a 
formula offered by Keppel (1991) indicates that 200 subjects will be needed with 
a medium effect size. The estimated power involving 200 subjects would be .86 
for the within-subject design of the study and .74 for the between-subject factor. 
This, according to Keppel (1991), is adequate power to find reliable differences 
between groups and have replicable results.
High restrained, moderately restrained, and low restrained eaters were 
differentiated by using a tri-median split of the Three-Factor Eating Questionnaire 
(TFEQ) scores. Participants with TFEQ scores in the top one-third of those 
screened were considered “high restrained” and participants with TFEQ scores in 
the lowest one-third were considered “low restrained”. Participants scoring in the 
mid-range (“moderately restrained”) of the TFEQ were excluded from this study 
in order to provide a more distinctive categorization of “high restrained” and “low 
restrained” eaters. Participants in the screening were asked to record their height 
and weight, which was used to obtain a Body Mass Index (BMI). Only females 
with BMI scores between 18 and 27 were asked to participate in the study (See
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Appendix A). The purpose of this exclusion criterion was to avoid statistical and 
interpretive problems that may result from weight outliers. Participants selected 
for the experimental study were asked to refrain from eating for approximately 
two hours prior to their laboratory appointment in order to minimize any effect 
that may be caused by participants’ current level of high satiety or hunger.
Design
A 2 X 2 X 2 mixed factorial repeated measures design was used in this 
study. The first factor reflects pre-existing restrained or unrestrained eating 
patterns of the subjects. The second factor represents either the experimental 
(being weighed) or control condition (not being weighed) that the restrained and 
unrestrained subjects are randomly assigned to. The third factor reflects the pre­
test and post-test data sets (See Table 1).
Table 1.____________ 2 x 2 x 2  Mixed Factorial Repeated Measures Design
PRE-TEST POST-TEST
5 0 ’—  ---------- -— — ■—
RESTRATNED
NOT WEIGHED 5 0 ---------------------- >
W EIGHED------------5 0 ---------------------- >
UNRES'IRATNE.D
NOT WEIGHED 5 0 ---------------------- >
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Measures
A Demographics questionnaire will request information about each 
participant, i.e., age, race, sex, years of education, phone number, current weight 
and height. (See Appendix B ).
Three-Factor Eating Questionnaire TTFEOl Developed in 1985 by 
Stunkard and Messick, the TFEQ consists of 51 questions with scales for 
Restraint (Factor 1), Disinhibition (Factor 2), and Hunger (Factor 3). The TFEQ 
has been used for the purpose of identifying restrained eating and unrestrained 
eating. Factor 1 and Factor 2 were found to significantly discriminated dieters 
from non-dieters, but Factor 3 did not reveal a significant difference(Stunkard & 
Messick, 1985). Cronbach’s alpha coefficients measuring scale reliabilities of the 
TFEQ among dieters are as follows: Factor 1 = 0.79, Factor 2 = 0.84, and Factor 3 
= 0.84; among non-dieters, the alphas are: Factor 1 = 0.92, Factor 2 = 0.84, and 
Factor 3 = 0.87 (Stunkard & Messick, 1985). (See Appendix C )
Eating Disorder Inventory - 2 (EDI-21 (Garner, 1992) is a 91 item (8 
subscales and 3 provisional scales) self-rating questionnaire for cognitive and 
behavioral dimensions of eating disorder psychopathology. The subscales include: 
Drive for thinness, Bulimia, Body Dissatisfaction, Ineffectiveness, Perfectionism, 
Interpersonal Distrust, Interoceptive Awareness, and Maturity Fears. The 
provisional scales are: Asceticism, Impulse Regulation, and Social Insecurity. The 
EDI - 2 has been shown to discriminate between eating disordered individuals and 
normal eaters. Garner et al. (1983) found that individuals with anorexia nervosa
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had significantly higher (g < 0.0001) scores on the eight subscales when 
compared with male college students and female controls. Cronbach’s alpha 
coefficients measuring internal consistency o f the subscales for female controls 
have been reported to be 0.65 to 0.91, and for women with anorexia nervosa, the 
internal consistency has been shown to be 0,82 to 0.90 (Garner, Olmsted, M., & 
Polivy, 1983). The Cronbach’s alpha coefficients for the three provisional scales 
range from 0,65 to 0.80 (Gamer, 1992; Eberenz & Gleaves, 1994. (See Appendix
D )
Eating Disorder Inventory - Bodv Dissatisfaction Scale lEDI-BDS^
(Gamer, et al 1983) is a 9 item self-rating subscale of the EDI and EDl-2 to assess 
satisfaction with specific weight-related areas of the body. Body dissatisfaction is 
commonly reported as being a motivating feature of anorexia and bulimia 
nervosa. The Cronbach’s alpha coefficients have been shown to be 0.90 for 
anorexic females and 0.91 for female controls (Garner et al, 1983; Eberenz & 
Gleaves, 1994). (See Appendix E )
Maudslev Obsessional-Compulsive Inventory (MOCll. Developed in 1977 
by Hodgson and Rachman for the purpose of measuring four distinct types of 
obsessive-compulsivity, the MOCI is a 30 item self-report measure of the 
following obsessive-compulsive symptoms: checking, cleaning, slowness, and 
doubting. The MOCI has been shown to have reasonable total score correlation 
(0.67) with another measure of obsessive-compulsivity. The Leyton Inventory. 
(Emmelkamp, Kraaijkamp, & Van Den Hout, 1999). Hodgson and Rachman
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
43
(1977) found that “obsessionals” received significantly higher total mean scores 
on the MOCI (m = 18.86, SD = 4,92) than “neurotics”- participants having other 
psychological disorders (m = 9.27, SD = 5.43). Cronbach alpha coefficients for 
the checking, cleaning, slowness, and doubting subscales were 0.7, 0.8, 0.7, and 
0.7 respectively (Hodgson and Rachman; 1977). Internal consistency for the total 
score has been shown to be 0.70-0.75 (Sternberger & Bums, 1990; Emmelkamp 
et al., 1999). (See Appendix F )
State-Trait Anxietv Inventory Form Y-1 ISTAI-YIV Developed in 1970 
by Spielberger, Gorsuch, & Lushene, the STAI Form Y1 is a self-report 
questionnaire composed of 20 statements to assess state anxiety, from “not at all” 
to “very much so” . A repeated measure of state anxiety (STAI-Yl) will be useful 
for assessing whether the experimental condition triggers an increase in current 
anxious feelings. The test-retest stability of the STAI-Yl after a one-hour period 
o f time is 0.33 for male college students and 0.16 for female college students, 
which indicates the STAI-Yl’s ability to assess fluctuations in current levels of 
anxiety (Spielberger, Gorsuch, Lushene., Vagg, & Jacobs, 1983). (See Appendix 
G )
The State Self-Esteem Scale (SSES) (Heatherton & Polivy, 1991) is a 20- 
item measure assessing current self-esteem among three factors; Performance, 
Social, and Appearance. The SESS has been found to be useful in measuring 
momentary fluctuations in self-esteem that may be the result of experimental
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manipulation. Heatherton & Polivy (1991) found a significant time effect when 
the SSES was administered before and after an anxiety-provoking stimuli [F(l,99) 
= 67.27, p<.0001]. The internal consistency of the SSES has been found to be 
0.92. The SESS total score has been shown to be highly correlated with the 
Rosenberg Self Esteem Scale (0.72), the Janis-Field Feelings o f Inadequacy Scale 
(0.76), and the Beck Depression Inventory (-0.71). (See Appendix H).
Forbidden Food Survey fFFSI is a 4 5-item self-report questionnaire used 
to assess anticipated reactions of eating disordered individuals to specific foods 
and caloric levels. The Forbidden Food Survey consists of five food groups: milk, 
meat, finit & vegetable, grain, and beverages; and three caloric groups: high, 
medium, and low. These items constitute the 8 scales of this survey. The median 
internal consistency of the eight scales is reportedly 0.81. (Ruggiero, Williamson, 
Davis, Schlundt, & Carey, 1988). (See Appendix I)
Positive Affect Negative Affect Scale (PANAS') A 35 item Likert-scaled 
self-report o f current positive and negative affect “right now. ..at the present 
moment”, with ratings from “not at all” to “extremely ” Instructions used for this 
measure requests the participant to assign a momentary rating for each affect 
adjective. The internal consistencies of the momentary positive affect and the 
momentary negative affect scales have been shown to be 0.89 and 0.85, 
respectively (Watson, Clark, & Tellegen, 1988). This indicates that the PANAS 
can accurately assess positive and negative state affect. The PANAS has been
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shown to be reasonably correlated with the Hopkins Symptom Checklist, the Beck 
Depression Inventory, and the State Anxiety Scale (Watson et al., 1988). (See 
Appendix J)
Weight Satisfaction Report (WSR) is Likert-form self-report of weight 
satisfaction and weighing frequency. The WSR asks the participant to rate her 
satisfaction with her current rate from “not at all” to “extremely”, requests 
information about how often the participant weighs herself and asks her to 
disclose when the last time she weighed herself The Weight Satisfaction Report 
items have been created by this author for the purpose of this study. (See 
Appendix K ).
Film Questionnaire is a 5-item self-report of the participants’ perceptions 
o f the film. This will accompany the distraction (film segment) of the study. (See 
Appendix L).
Scale. A scale similar to one used in a doctor’s office will be used to 
measure the weight and height of each participant. The scale will be balanced and 
provide an accurate assessment of weight and height.
Procedure
Approval for this study was obtained from the Institutional Review Board 
for Human Participants (See Appendix M). During group screenings held on
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
46
September 2000 and February 2001, female students enrolled in Psychology 100 
were given the demographics questionnaire, Three-Factor Eating Questionnaire, 
Eating Disorder Inventory-2, and the Maudsley Obsessional Compulsive 
Inventory. Female introductory psychology students with BMÎ scores within the 
“normal weight” range of 18-27 and who are identified as either “high 
restrained” and “low restrained” according to their tri-split TFEQ scores qualified 
for participation in this study. These students were contacted via telephone by a 
research assistant and invited to participate in a study called “Movies, Appetite, 
and Mood”, to determine whether films influence appetite and mood.
Potential research assistants were interviewed and four were selected. The 
research assistants were females, in order to control possible confounding 
variables that may be present with male research assistants, such as attraction, 
increased self-consciousness, or an unwillingness or hesitancy in being weighed 
in the presence o f a male. These female research assistants wore white lab coats, 
so that their own body size and shape were less obvious and to avoid 
unintentionally influencing the participants’ cognitions in the study Only normal- 
weight research assistants were used. Research assistants were blind to the 
participant’s TFEQ scores so that potential experimenter bias could be controlled.
Research assistants used scripts during phone contacts and the 
experimental sessions to standardize the procedures (See Appendix N). Students 
who agreed to participate arranged a one hour appointment with the research 
assistant between the hours of 9:00-10:00am, 10:00-11:00am, 11:00 -12:00 noon, 
1:00-2:00pm, 2:00-3:00pm, 3:00-4:00pm, and 4:00-5:00pm. These times were
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selected so as to not interfere with average breakfast, lunch, and dinner hours. 
Participants were asked to refrain from eating for at least two hours before 
coming to the laboratory to ensure similar levels of hunger in the students.
A stratified random assignment was used to assign the 100 high restrained 
participants and the 100 low restrained participants into a “weighed group” or a 
“not weighed” (control) group. The “weighed group” and the “not weighed 
group” was originally to be composed of approximately 50 randomly assigned 
high restrained participants and 50 randomly assigned low restrained participants. 
However, some participants cancelled or did not show up to their appointments. 
Therefore, the number of participants in each group was slightly different than 
originally planned at the conclusion of data collection. All participants were 
tested individually. After providing informed consent (See Appendix O), the 
participant were asked to verify that they did not eat anything or drink large 
quantities of liquids in the two hours prior to the experiment. If participants did 
report eating or drinking, they were rescheduled for another time. Pre-test 
measures were then administered in the following standardized order: STAI-Yl, 
SSES, PANAS, EDI-BDS, and the Forbidden Food Survey. Pre-test measures 
took approximately 10 minutes to complete. Pre-test materials were then collected 
from the participant after their completion.
All participants then watched a 15-minute segment of Canyons o f  Wonder, 
produced by Readers Digest, shown on a video monitor. This 15-minute film 
segment had been shown to be an affectively neutral stimuli in a pilot study 
(Kodya, 1999). The film segment, was useful in that it provided a distraction
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between the administration of pre-test measures and the post-test condition. The 
research assistant introduced the film segment then left the room until the film 
concluded. This was expected to decrease the possibility of the research 
assistant’s presence influencing the anxiety experienced by the participant during 
the film.
When the film segment was over and the research assistant returned, the 
participant was escorted into another room for the administration o f post-test 
measures. The research assistant was instructed to tell the participant that the 
room change was necessary so that the presence of the TV did not influence 
answers on the next measures (See Figure 3).
Figure 3: Design Showing Experimental and Control Conditions
 _> r o o m  2a. (EXPERIMENTAL CONDITION)
ROOM  1 scale exposure/weighed
informed consent post-test measures (including WSR)
pretest measures debriefing
film segment
 > r o o m  2a. (CONTROL CONDITION) ----- > ROOM 2b.
scale hidden/not weighed weighed
post-test measures only WSR
(WSR omitted) debriefing
Participants randomly assigned into the weighed (experimental) group 
entered an experiment room where a scale was in plain view. The participant was 
asked to weigh herself on the scale. The participant weighed herself, with the
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guidance of the research assistant who said her weight aloud and recorded her 
weight on a clipboard. The participant was then readministered, in a standardized 
order, the WSR, STAI-Yl, SSES, PANAS, EDI-BDS, Forbidden Food Survey, 
and the Film Questionnaire. This re-administration of measures was for the 
purpose of assessing cognitive changes after the experimental condition. It took 
approximately 10 minutes for the participant to complete these measures. After 
post-test measures were collected, the participant was debriefed.
After the film segment, those participants assigned into the no weight 
(control) group entered a different room (the control room) where the scale was 
hidden from view. This allowed for the post-test measures to be completed by the 
participant without any exposure to the scale, which could have been possibly 
confounding. Having the no weight group move from the video room to the 
control room would also account for any variance in the weight (experimental) 
group’s post-test measures resulting from the act of changing rooms. The 
participants were given the following post-test measures in this order; STAI-Yl, 
SSES, PANAS, EDI-BDS, Forbidden Food Survey, and the Film Questionnaire. 
When the participant completed the post-test measures, she was escorted to the 
hidden scale and weighed in the same manner as the experimental group. The 
research assistant said the weight aloud and recorded the participant’s weight on 
the clipboard. The participant was then given the WSR. After the participant 
completed the WSR, she was debriefed.
All participants were given a partial debriefing at the time of their 
individual appointment (see Appendix P). The partial debriefing also included
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information regarding the approximate date, time and location of when a full 
debriefing was to be given by the study’s primary investigator (see Appendix Q ). 
The reason for the minimal debriefing was to prevent participants from revealing 
details of this study to potential participants and to protect the intention and data 
o f this research from being compromised. Participants were asked to not discuss 
the specifics of this study with others. After the participant left the room, the 
researcher prepared for the next participant by rewinding the film segment tape 
and organizing pre-test and post-test measures.
No undesirable consequences occurred as a result o f this study. Research 
assistants were advised to address concerns if they arose during the experiment. 
The experiment would be stopped if, at any time, the participant became 
distressed during the study. The partial debriefing directed participants to the 
project director (Suzanne Kodya) and the faculty supervisor (Dr. Jeffrey).
Suzanne Kodya and Dr. Jeffery would then refer the participant to Counseling and 
Psychological Services (CAPS) and the Clinical Psychology Center (CPC) if the 
situation warranted.
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Chapter Three 
Results
Participant Characteristics
A total of 549 female participants from the undergraduate psychology 
participant pool at The University of Montana were screened during the group 
screening sessions in October 2000 and February 2001. Initially, three were 
excluded because they did not sign the informed consent and two others were 
excluded because they did not complete all measures. Nine were excluded 
because they declined to provide information about their current weight A further 
30 were excluded because their BMI scores were above 27 and five were 
excluded because their BMI scores fell below 18. Using a tri-median split o f their 
TFEQ scores, participants who had the highest scores (23 and higher) were 
categorized high-restrained eaters and participant with the lowest scores (16 and 
lower) were categorized as low-restrained eaters. The 119 participants with TFEQ 
scores within the range of 17-22 were excluded from the study
Participants were then randomly assigned into the weighed or not weighed 
condition o f the study. Twenty-one participants were unable to be contacted by 
telephone to schedule an appointment for the second part of the study. Of those 
contacted, 52 chose not to participate because they had already earned all their 
experimental credits. Four participants did not show up to their appointments and 
were not able to be rescheduled. Two of the participants stated that they had eaten
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in the two hours prior to the study and were rescheduled. During the procedure, 
one participant refused to be weighed. Her data was not used in the analyses.
A total of 200 participants met the inclusionary criteria for this study. The 
high-restrained weighed group had a total of 53 participants and the high- 
restrained not-weighed group had a total of 43 participants, for a high restrained 
subject total of 96. The low-restrained weighed group had a total o f 55 
participants and the low-restrained not-weighed group had a total o f 49 
participants, for a low restrained subject total of 104. (See Table 2). The means, 
standard deviations, and ranges for the four groups of participants (high 
restrained/weighed; high restrained/ not weighed; low restrained/weighed; and 
low restrained/not weighed) are presented in Table 3 All participants were female 
undergraduates between the ages of 18-53.
To assess for possible confounds, the weighed participants were compared 
to not weighed participants on all the pretest variables (obsessive compulsivity, 
self esteem, body dissatisfaction, mood, anxiety, weight satisfaction, and food 
preferences). No significant differences at the p > .05 level were found between 
these two groups.
Obsessive Compulsive Symptoms:
High restrained eaters (n = 96) reported a significantly greater frequency 
of general obsessive-compulsive symptoms, as measured by the MOCI total 
score, compared to low restrained eaters(n = 104) [F (1, 199) = 43.78, p < 001]. 
High restrained eaters also reported significantly greater frequency of obsessive-
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
53
compulsive symptoms on each of the MOCI subscales; Checking, Cleaning, 
Slowness-Repetition, Doubting, and Rumination. (See Table 4).
Level of restraint was significantly correlated with obsessive-compulsive 
symptomology (r = .426, p <001). Additionally, level of restraint was 
significantly correlated with all MOCI subscales: Checking (r = .366, p < 001), 
Cleaning (r = .219, p < 001), Slowness-Repetition (r = .447, p < 001), Doubting (r 
= .295, p  < 001) and Rumination (r = .331, p < 001). (See Table 5).
The Effects of Being Weighed:
To test the effects of being weighed on anxiety, self-esteem, body 
dissatisfaction, mood, and food cognitions, 2 x 2 x 2  mixed factorial repeated 
measures analyses of variances were conducted (See Table 6).
Anxiety
Significantly higher anxiety was reported in high restrained participants 
compared to low-restrained participants regardless of their experimental 
condition. No significant differences were reported between participants who 
were weighed compared to participants who were not weighed (p >.05). No 
significant interactions were found (p > 05).
Self-Esteem
Significantly lower Total self-esteem was reported in the high restrained 
compared to low-restrained participants. A significant interaction was found
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between pre/post measures and weighed/not weighed participants on Total self­
esteem indicating a decrease of Total self-esteem. No other significant 
interactions were found (p >.05).
For both the high restrained participants in the weighed condition (n=53) 
and the low restrained participants in the weighed condition (n=43), 19% lost 
weight, while 81% gained weight when comparing their self-reported weight at 
screening to their weight on the scale during the experiment. A post hoc 2 
(high/low restraint) X 2(weight gain/ weight lost) ANOVA was conducted on the 
scores o f participants in the weighed condition. All weighed participants that 
showed a weight gain from pre to post experimental condition had significantly 
lower Total self-esteem than weighed participants who had not gained weight 
[F(l,107)=6.01, p<.02]. Weighed low restrained participants who gained weight 
reported significantly lower Total self-esteem scores than low restrained 
participants who lost weight [F(l, 54)= 10.48, p < 002]. No significant differences 
were found among high restrained participants who gained weight and high 
restrained participants who lost weight (p > 05).
When the subscales of the self-esteem measure were individually 
investigated, more specific differences among the groups were found. High 
restrained participants reported significantly lower Performance self-esteem 
compared to low restrained participants. No significant differences were reported
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between participants who were weighed compared to participants who were not 
weighed (p > 05). Additionally, no significant interactions were found (p > 05).
High restrained participants reported significantly lower Appearance self­
esteem than low restrained participants. A significant interaction was found on 
pre/post and weighed/not weighed measures of Appearance self-esteem indicating 
a decrease o f Appearance self-esteem. No other significant interactions were 
found (p > 05).
A post hoc 2 (high/low restraint) X 2(weight gain/ weight lost) ANOVA 
was conducted on the scores of participants in the weighed condition. A weight 
gain or lost was not found to significantly affect the Appearance self-esteem of 
the participants (p > 05).
High restrained participants reported significantly lower self-esteem in 
social situations than low restrained participants. Significant differences in Social 
self-esteem were found in all participants from pre to post scores. Pre/post and 
weighed/not weighed scores showed a trend effect towards lower social self­
esteem in the weighed condition. No other significant interactions were found (p 
>05).
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Bodv Dissatisfaction
High restrained participants reported significantly greater body 
dissatisfaction than low restrained participants. There was a significant increase in 
body dissatisfaction from pre to post measures. A significant interaction between 
pre/post measures and the weighed/not weighed condition was found. No other 
significant interactions were found (p >.05).
Mood
High restrained participants reported significantly lower positive mood 
than low restrained participants. A significant decrease in positive mood was 
found on pre to post scores. Being weighed was not shown to significantly affect 
positive mood (p > 05). No significant interactions were found (p > 05).
High restrained participants reported significantly greater negative mood 
than low restrained participants. Being weighed was not shown to significantly 
affect negative mood (p > 05). No significant interactions were found (p > 05).
Food - Related Cognitions
High and low restrained participants reported no difference in emotional 
discomfort when thinking about eating low calorie foods (p > 05). High restrained 
participants reported significantly greater discomfort eating medium caloric foods 
and high caloric foods. Discomfort eating medium and high caloric foods 
increased from pre to post scores. A significant interaction was found between
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pre/post measures and high/low restraint indicating that high restrained 
participants have greater discomfort eating medium caloric foods. A significant 
interaction was found between pre/post measures and the weighed/not weighed 
condition resulting in an increase in discomfort eating medium caloric foods. No 
other significant interactions were found (p >.05).
Weight Satisfaction
On the WSR scores, 2 (high/low restraint) X 2 (weighed condition/not 
weighed condition) ANOVAs were conducted. High restrained participants 
showed less weight satisfaction than low restrained participants [F (1,
199)=42.85, p < 001]. A near significant decrease was also reported in the WSR 
scores of all participants who were weighed compared to participants who were 
not weighed [F (1, 199)= 3.45, p < 06]. No significant interactions were found (p 
>05).
A post hoc 2 (high/low restraint) X 2(weight gain/ weight lost) ANOVA 
was conducted on the scores of participants in the weighed condition. Weighed 
high restrained participants who had gained weight reported lower weight 
satisfaction that approached significance when compared to the high restrained 
participants who lost weighed [F(l, 52)=3 .37, p< 07]. Furthermore, low restrained 
participants who were shown to have gained weight reported less weight 
satisfaction than low restrained participants who had lost weight [F (1, 52) = 4.23, 
p<.05].
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The Degree of Obsessive Compulsivity in Weighed High Restrained 
Participants:
Fifty-three high-restrained participants were weighed in the experimental 
condition. A tri-median split was used to differentiate those patients with the 
highest reported amount of obsessive-compulsivity symptoms (n = 17) and those 
patients with the lowest reported amount of obsessive compulsivity symptoms 
(n=18). Eighteen participants were excluded from these analyses because their 
MOCI scores fell within the cut-off. Data from thirty-five weighed restrained 
participants was used in the following analyses. The means and standard 
deviations for the high and low obsessive-compulsive groups are presented in 
Table 7.
The participants with high obsessive-compulsive symptoms reported 
significantly greater eating disorder psychopathology than participants with low 
obsessive-compulsivity, as measured by the EDI-II [F (1, 34)=9.59, p <.01], 
Specific sub scales of the EDI-II which showed significant differences were 
Bulimia [F_(l,34)=4.52, p<.04]. Interoceptive Awareness [F_(l,34)=4.06, p<.05], 
Asceticism [F_(l,34)=6.57, p< .02], Impulse Regulation [F_(I,34)=10.16, p< 01], 
and Social Insecurity [F_(l,34)=9.87, p<.01].
Significant differences between high restrained participants with high 
obsessive compulsive symptoms and high restrained participants with low 
obsessive compulsive symptoms (after being weighed in the experimental
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condition) were found in appearance self-esteem scores [F (1, 34)=4.12, p <.05], 
Anxiety, body dissatisfaction, mood, or food-related cognitions were not found to 
be significantly different for the high restrained/high obsessive-compulsive 
participant and the high restrained/low obsessive-compulsive participant after 
being weighed.
Negative correlations were found between the weighed high 
restrained/high obsessive compulsive participants and the weighed high 
restrained/low obsessive-compulsive participants in the experience o f positive 
mood (r = -.35, p<.04) and appearance self-esteem (r == -.35, p<.04). No other 
correlations of obsessive-compulsivity and other variables reached a level of 
significance (see Table 8).
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Table 2: Participant Distribution
60
High Restrained
N = 96
Low Restrained
N =  104
W eighed
N = 108 n = 53 n = 55
Not Weighed
N = 92 n = 43 n = 49
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Table 3: Demographics
M eans, Standard Deviation Scores, and Ranges for Participant Characteristics
61
Vanabk Total High 
restrained n-96
Total low 
restrained 
n =104
High restrained 
weighed n=5J
High restrained 
not weighed n=43
Low restrained 
weighed n-5S
Low restrained 
not weighed n=49
Age M -19 76, SD=2.8; M=20,0Q; SD=4.5, M-19.83, SD-2 4; M=19.67; SD=3.2; M=19.84. SD=3 5, M=19,67, SD=3.2,
range 18'37 range 18-53 range 18-29 range 18*37 range 18-39 range 18-37
Reported M=138 93, M-131.49; M -138 79. M-139 09, M^i30.22. M=139.09;
weight SD=J7 4;range SD^17.0,range SD-18.1; range SD-16 7, range SD=15 8;range SD=16 7; range
105.J85 100-185 105-185 115-180 100-185 115-180
Actual weight M=145.70; M=137 3; M=144 99; M=146.57; M=135.54. M=I46 57.
SD=21.l;Tai\ge SD=20,9 , range SD=22 4, range SD=19 7, range SD=21.9, range SD= 19.7; range
110-214 109-220 110-214 116-190 109-220 116-190
Weight M -6 77, S I> 8  2, M-5.85; SD-9.2; M -6.19; SD-8,9. M=7.48; SD=7.3; M=5 32;SD -118; M N.44, SD=5 1;
difference range -15 - +34 range -29 - +56 range -15 - +34 range -6  - +27 range -29 - +56 range -4  ■ +17
Weight M -i .97; SD-1.2 M=3.04, SD=1 1. M-2.04; SD=1 2, M N  90, SDN 1, M N.25, SD=I 2, M N.80, SD=l.O,
satisfaction range 1-5 range 1-5 range 1-5 range 1-5 range 1-5 range 1-5
Screening M=22 58,SD=2 1, M =21.29,SD-2,l. M -22 36, SD=2.1, M N2.83; SD=2.1; M N1.12, SD=1.9; M N2.83; SD=2.1;
BMI range 19-27 range 18-27 range 19-27 range 19-27 range 18-27 range 19-27
fixpn-lment M=24 16, SI>3.1, M«22 52, SD=2.7, M=23.7;SD=3 1, MN4.72; SD=2.9, M N2.33; SD=2.9. M N4.72; SD N  9,
BMI range 18-33 range 18*32 range 18-33 range 20-32 range 17-32 range 20-32
TFEQ (Total) M=29 75; SD=5.1, M=12.18, SD=2 9, M=30.06, SD=5.5; M=I2.8. SD=2,9. M = ll 60, SD=2 9; M N2.8, SDN.9;
23-46 range 1-16 range 23-46 range 1-16 range 6-16 range 1-16
TFEQ- M=13.22; SD=4 3; M=4.37; SD=2.9; M=13 02; SD=4.3, M=13.47; SDN.4; M N.24; SD=2.9; M=4.5I;SD=3 0;
Restraint range 1-21 range 0-12 range 2-21 range 1-20 range 0-10 range 0-12
TFEQ. M-9.19, SD=2,9; M=3.72, SD=l-8; M=9.19, SD=2.9; M-9.19; SD=3.1, M=3.5S, SD=l,7; M=3 88; SD=I 9;
Disinhlbltion range 2-J5 range 0-9 range 3-15 range 2-14 range 0-7 range 0-9
TFEQ M=7.31, SD-3.7; M N  09; SD=2 1, M-7.79, SD=3 8, M=6.72, SD=3 3, M=3 76; SDN.O; M N.45, SDN.2.
Hunger range 0-20 range 0-12 range 0-20 range 1-13 range 0-9 range 0-12
MOCI (Total) M -11 65- SD=5 7, M*6,85; SD=4.5, M = ll 00,SCN5.8; M=12.44, SD=5 6, M=6 B9; SD=4.5, M -12.84, SD=2 9;
range 1-27 range 0-23 range 1-22 range 1-27 range 0-21 range 1-27
MOCI M=2.51, SD-1 8. M=l.22, SD=1,3, M=2.21,SD=1 7, M=2 88,SD=1 8, M=1 16; SD=1.3, M=1.29, SD=1.3,
checking range 0-7 range 0-4 range 0-6 range 0-7 range 0-4 range 0-4
MOCI M=3 04; SD=2 3. M=2.02, SD=2.0; M-3.02, SD-2.3, M=3.07, SDN.4; M=I ,98; SD N  1; M N  06; S D N  0,
cleaning range 0-9 range 0-8 range 0-9 range 0-9 range 0-7 range 0*8
MOCI M=2 26, SD=l-5. M ^l.09; SD=1.1; M=2 11, SD=1 6. M=2.44, SD-1 5; M-1.07; SD-1 0; M N  10, SD=12,
slowness range 0-6 range 0*5 range 0-7 range 0-6 range 0-4 range 0-5
MOCI M -3 28; SD=1 6; M=2 25; SD=1.5, M=3 09. SD=1 6. M=3 51; SD=I.6, M N.38, SD=1 5, M N  10. S D -l 5;
doubting range 0-7 range 0-6 range 0-7 range 0-7 range 0-6 rar^e 0-5
MOCI M=0,69, SD=-74; M=0.28;SD=.5S; M -0.57, SD -67 , MN)84, SD -81; M—0 31; SD=66, M=0.24; SD - 48;
rumination range 0-2 range 0-3 range 0-2 range 0-2 range 0-3 range 0-2
ED l-2 (Total) M=58 92, M=26 52, M=53.58. M=65 49, M N6.13, M N 696;
S r>28 3; range 7- SD=13.7, range 5- SD=26.0, range 7- SDN9.8; range 20- SD=14 3; range 5- SD=I3 I.range 5-
149 67 138 149 67 57
EDI-2 M=9 14; SD=6 1. M=1 07, SD-2 3, M=S 68, SD N  2; M N  70, SD=5.9, M =0.84,SDN,1, M N 33; SD N .5,
thinness range 0-21 range 0-9 range 0-21 range 0*21 range 0-9 range 0-9
EDI-2 bulimia M=2 J9, SD=3 1 M=.54;SD=1.5, M-1 96; SD=2 7; M=2.47; SD=3 2; M=0-64; SD==1.4; M N.43, SD-1.6;
range 0-15 range 0-15 range 0-10 range 0-15 range 0-6 range 0-10
EDI-2 body M=15 25,SD=7 7. M=6.33, SD=5 7, M -]4  75. S D N ,I. M=15.8o, SD=7 3; M=6.2, SD=6.3. M=6.47, S D N  96.
dissatisfaction range 0-27 range 0-25 range 1-27 range 0-27 range 0-23 rar^e 0-16
EDI-2 M=4.06; SD=4 1; M=t 90;SD=1.9, M N ,60.SD “ 3.8, M N  63, SDN.9, M-1 85; SD=I.9; M=1.96;SD=1.9;
ineffectiveness range 0-22 range 0-9 range 0-16 range 0-22 range 0-9 range 0*9
EDI 2 M-5.85, SD=3 9; M=4 48, SD=3 5; M N 8 |,S P -3 .3 . M=7.14, SD=4,3, M=3 93, SD N  2; M=5 10; SDN.8;
perfectionism range 0-17 range 0-17 range 0-13 range 0-17 range 0-12 range 0-17
EDI-2 M=2.69, SD=3.0, M=2 03,SD=2 5, M=2 13; SD=2.5, M=3 37, SD=3 6; M=2 27; SD N  7, M '1-76; S D N ,3,
interpersonal range 0-14 range 0-11 range 0-10 range 0-14 range 0-11 range 0-10
distrust
EDI-2 M=4 17; SD N  4. M-1.45, SD-2 I, M=3 34; SD=3 9, M N.19, SD N  7; M=l 25 SD=I 9; M=1.7, SDN.3;
interoceptive range 0-22 range 0-9 range 0-19 range 0-22 range 0-9 range 0-8
awareness
EDI-2 M=4.02. SD=4 2, M=2 67, SD=2 6, M N.23, SD-3 7, M N.77; S D N .7, M N96;SD =3.1; M N.35, SD=1 7.
maturity fears range 0-19 range 0-18 range 0-18 range 0-19 range 0-18 range 0-6
EDI-2 ascetic M=4.35, SD=3.2, M -2 56. SD-1 7, M-3.98, SD=2.9, M N .8 i.S D N 4 ; M N  49,SD-1.6, M N  63, SD N  9,
range 0-15 range 0-8 range 0-14 range 0-15 range 0-7 range 0-8
EDI-2 impulse M=2,93, SD-3 8. M=! 03. SD=1 4. M -2 I5 ,S D N 0 , M N.88, SD-4 4; M N  96, SD-1.3, M=1.10, SDN 6,
range 0-18 range 0-8 range 0-18 range 0-15 range 0-5 range 0-8
EDI-2 M =4.1i;SD=2S, M=2 49; SD=2 0; M=3 94, SD N  5. M N.33, SD=3 1. M N  75; SD N  1. M N,20.SD=J 9;
Insecure range 0-13 range 0-8 range 0-9 range 0-13 range 0-8 range 0-6
Pre-Hunger M=4 89, SD-2.0, M=4 70, SD=2.1, M=5,0S. SD N  1, MN.65, SD=1.9; MN.65. SD N  1. M N.76, SD=1,9.
scale range l-lO range J-9 range 1-10 range l-IO range 1-9 range 1-9
Post-Hunger M=5 29. SD-2 3 M=5 36. SD=2 2, M=5 29, SD=2 3, M=5.22, SD-2,3 M=5 07; SD N  2, M=5.69, SD=2,2
scale range 1-10 range 19 range I -10 range 1-10 range 1-9 range 1-9
Pre-STAI M -36 46; SD=9.2. M-32 35. M=36 74, M=36 12. M N 325, M N l 33,
range 20-64 SD-8 4; SD N  9. SD=9 5. SD=10 1, SD=5.9;
Posf-STAI M=36.48,
range 20-71 
M=31 57; SD-9 7,
range 20-64 
M=37 62,
range 20-N 
MN5.07;
rajige 20-71 
M N 3 16,
range 20-48 
M N 9 78. SD=R 2.
Sl>=10 7, range 20- range 20-74 SD - 10 3, range 21- S D -11 2. range 20- SD=10 6, range 20- range 20-56
Pre-SSES
66
M -66 88. s o ­ M-77.52, SD=
66
M=6H 53. SD=̂
65
M=64.84, SD=
74
M=77 73, SD= M=77.22.SD=
(Total) i l -9; range 36-98 11-5; range 45-100 11.9, range 40-97 119. range 37-97 10.1 ; range 39-99 13.0. range 36-99
Fce-SSES M -24 92. S D N  7. M=27.94. SD N  6. M=25 72,SD=4 4. M N 3 93. S D N  9, M N 7,91,SD N .3, M N 7 98. SD N  9;
performance range 15-35 range 14-35 range 16-34 range 15-35 range 14-34 range 15-35
Pre-SSES M=24.30, SD=5 2, M-27.7, SD-5.9, M=25.04. SD-5.3, M=23 40; SDN.9; M N 7 76; SD-5 1; MN7.69; SD-6.7.
social range 13-35 range 7-35 range 16-34 range 13-34 range 11-35 range 7-35
Pre-SSES M=17.6d; SD -4 3 . M=21.85; SD=3 6, M=I7 77, S D N .5, M=17 51 ;S D N  1, M N2 0 7 ,S D N 5 ; M N l 59 ;S D N  7,
appearance range 8-28 rajîge 14-30 range 8-27 range 9-28 range 14.30 range 14-29
Post SSES MN7.72, M=77.87; M=68 00. M-77.05; MN7.72; M=78,78,
(Total) SD=12.8, range 36- SD=13.1, range 43- SD=13-6, range 36- SD=I 1 9, range 33- SCMI2 8, range 36- SD=14.3, range 43-
97 98 97 100 97 98
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SSES
performance 
SSES social
SSES
Appearance
Pre-Body 
Dlssadsfactlon 
Post-Body 
Dlssattsfactlon 
Pre-PAN AS 
positive 
Post-PAN AS 
positive 
Pre-PAN AS 
negative 
Post-PANAS 
negative 
Pre-FFS low
Post-FFS low
Pre-FFS 
medium 
Post-FFS 
medium 
Pr<sFFS high
Post-FFS high
M=25.29,SD=4 9, 
range 15-35 
M«24 87, SD=5,8; 
range 10*35
M=17.38; SD=4.8, 
range 3-39
M =l3 04 ,SD -7 6;
range 0-27 
M=13 45.SD=8,2;
range 0-37 
M=2710, SD=7.1;
range 10-44 
M=24,22, SI>=8.6;
range 10*45 
M^15.07; SD=5.3;
rang^ 10-42 
M=15.38;SD=7.6;
range 9-43 
M=36.26; SD=8,4;
range 17-73 
M=35.90; SD=8.0;
range 17-61 
M=42.09, SD=7-8, 
range 21-62 
M=39.39, SD=8.7.
range 17-61 
xM*51 02; SD-9.6, 
range 27-74 
M=52,03; SD=9,9, 
range 27-70
M=28.15;SD=4.S, 
range 13-35 
M=28 05, SD-6 6, 
range 7-35 
M=21 58, SD-3 9; 
range 9-33
M=513;
range
M=5.37;
range 
M=31 08;
range 
M=28.53, 
range 
M=12 53;
range 
M=12 02 
range 
M=35,68, 
range 
M=35 32;
range 
M=37.33, 
range 
M=36 86;
range
M -4309;
ra r^ e
M=43,38;
range
SD=5.3;
0-22
SD=5.3;
0-24
SD==6.6;
13-45
SD=8.6,
9-46 
SD=3.4;
10-34
, SD-3 9,
10-38
SD=7.3,
15-59
SD=7.9;
15-62 
SD=7.8,
16-60
. SD=7.9; 
15-62 
. SD=7 6; 
20-62 
SD=77, 
15-62
M-26.00; SD=4 9.
range 16-35 
M=24,98, SD=5 9, 
range 10-35 
M^16.91;SD=5 4; 
range 3-29
M=12.49, SD=7,9, 
range 0-27 
M -13.38; SD -8 5;
range 0-27 
M-28.30, SD=7.4, 
range 10-44 
M=25.66, SD=9,0, 
range 10-45 
M=14.94; SD=4 2;
range 10-44 
M =I6 06, SD-7 4;
range 10-42 
M=37.04; SD-S.4.
range 23-73 
M^36 72; SD=7 4;
range 21-61 
M=42 ,08; SD=7.6, 
range 22-59 
M-40-40; SE>=8 6, 
range 21-61 
M=51.7I;SD=8.6, 
range 31-74 
M=52-87, SI>8,7; 
range 33-68
M =28.02,SD-4 3;
range 13-35 
M=28.05, SD=5 8, 
range 11-35 
M=20.91; SD-3.9; 
range 9-30
M=4.60 SD=5 7;
range 0-22 
M=5.07; SD=5.7, 
range 0-24 
M=30.60; SD=6 9;
range 13-44 
M=24.44, SD=7,9;
range 10-42 
M -12 89; SD-4 i.
range 10-34 
M=14.53,SD=7 8.
range 9-43 
M -35,89;SD=7.5;
range 19-59 
M=35 33, SD=8.6;
range 17-62 
M=37.49, SD-7.9;
range 19-60 
M-37.38; SD=8 3;
range 17-62 
M -43 29; SD=7.7.
range 21-62 
M=43,42;SD=8.0; 
range 20-62
M-25-29. SD=4.9 
range 15-35 
M=24 87. SD=5 8 
range 10-35 
M -17.38; SD-4.8 
range 3-29
M=13.04,SD=7.6 
range 0*27 
M=13.45, SD=8,2 
range 0*27 
M=27.10; SD=7.1 
range 10-44 
M=24 22, SD=8.6 
range 10-45 
M -I5 0 7 , SD=5 3 
range 10-42 
M=15.38; SD=7,6 
range 9-43 
M=36 26, SD=8.4 
range 17-73 
M=35,90; SD=8.0 
range 17-61 
M=42.09; SD=7 i 
range 21-62 
M=39 39; SD=8 7;
range 17-61 
M =51,02,SD-9.6, 
range 27*74 
M=52 03. SD^9.9, 
range 27-70
M=28.31,SD=5.3, 
range 16-35 
M=28 04, SD=7 4; 
range 7-35 
M=22.33; 
SD -3 65, range 15- 
33
M=5.73, SD=4.8;
range 0-18 
M=5.69, SD=4 9, 
range 0-18 
M-31 6I;SD =6 3, 
range 15-45 
M=29.14; SD^8.5;
range 11-46 
M=12.12,SD=2 2, 
range 10-17 
M =U 59;SD =2,9.
range 10-27 
M^35,45;SD=7.1, 
range 15-53 
M =35.3USD-7.2;
range 15-48 
M=37.14; SD-7 7;
range 16-52 
M-36.27; SD^7.6, 
range 15-48 
M=42,86; SD=7,5, 
range 20-61 
M-43.35; SD-7,4; 
range 15-58
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Table 4; Obsessive-Compulsive Symptoms in High Restrained and Low 
Restrained Participants
Variable High
Restrained
n=96
Low
Restrained 
n= 104
Significant
Differences
Three Factor M=29.75; M=12.18; F [1,199] = 916.15,
Eating SD=5.1; SD=2.9; E<001
Questionnaire range 23- range 1-16
46
TFEQ- M=13.22; M=4.37; F [1,199] = 293.18,
Restraint SD=4.3; SD=2.9; E<001
range 1-21 range 0-12
TFEQ- M=9.19; M=3.72; F [1,199] = 252,97,
Disinhibition SD=2.9; SD=1.8; E<001
range 2-15 range 0-9
TFEQ M=7.31; M=4.09; F [1,199] = 61.05,
Hunger SD=3.6; SD=2.1; E<.001
range 0-20 range 0-12
Maudsley M=11.65; M=6.85; F [1,199] = 43.78,
Obsessional SD=5.7; SD=4.5; E<001
Compulsivity range 1-27 range 0-23
Inventory
MOCI M=2,51; M=1.22; F [1,199] = 34.82,
checking SD=1.8; SD=1.3; E<001
range 0-7 range 0-4
MOCI M=3.04; M=2.02; F [1,199] = 10.93,
cleaning SD=2.3; SD=2.0; E<001
range 4-9 range 0-8
MOCI M=2.26; M=1.09; F [1,199] = 39.06,
slowness SD=1.5; SD=1.1; E<-001
range 0-6 range 0-5
MOCI M=3.28; M=2.25; F [1,199] = 22.04,
doubting SD=1.6; SD=1.5; E<.001
range 0-7 range 0-6
MOCI M=.069; M=0.28; F [1,199] = 18.86,
rumination SD=0.7; SD= 0.58; E<.001
range 0-2 range 0-2
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Table 5: Correlations of Restraint Level and Obsessive Compulsive 
Symptoms
TFEQ
total
MOCI
total
C hecking W ash in g S low ness-
R epetition
D oubt Rum inai
T F E Q  total 1 .000 .426“ .366“ .219“ .447“ .295“ .3 3 1 "
MOCI total 1 .000 .831“ .774” .769“ .706“ .483“
C hecking 1.000 .5 3 7 " .5 9 8 " .516“ .413“
W ash in g 1.000 .430“ .391“ .083
S low -R ep 1.000 .423“ .5 6 6 "
Doubt 1 .000 .223*
R um inate 1.000
** Correlation is significant at the 0.01 level. 
* Correlation is significant at the 0.05 level.
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1 Anxiety
Source d f SS MS F Sie.
Between Subjects 
High/Low Restraint 
W eigh/Not Weigh 
H R /L R xW /N W  
Error tbetweeni
1
1
I
96
2012.520
446.368
28.468
30088.286
2012.520
446.368
28.468
153.512
13.110
2.908
.185
.000
.090
.667
W ithin Subjects
Pre/Post STAI 1 
Pre/Post STAI x High/Low Restraint! 
Pre/Post STAI x Weigh/Not Weigh I 
Pre/Post STAI x HR/LR x  W/NW 1 
Error ( w ithin I 96
20.108
13.610
71.334
1.387
5332.948
20.108
13,610
71.334
1.387
27.209
.739
.500
2.622
.051
.391
.480
.107
.822
Total 199 35421.234
2. Self-Esteem
Total Self-Esteem
Source d f SS MS F Sig.
Between Subjects 
High/Low Restraint 
W eigh/Not Weigh 
HR/LR X W/NW 
Error fbetween)
1
1
1
96
10969.156
57.813
28.468
57340,800
10969.156
57.813
28.468
292.555
37,494
.198
.649
.000
.657
.421
W ithin Subjects
Pre/Post SSES 1 
Pre/Post SSES x High/Low Restraint 1 
Pre/Post SSES x Weigh/Not Weigh 1 
Pre/Post SSES x HR/LR x W/NW 1 
Error (within! 96
50.286
9.078
173.194
4.855
2715.901
50.286
9.078
173.794
4.855
13.857
3.629
.655
12.499
.350
058
.419
,001
.555
Total 199 60056.701
Performance Self-Esteem
Source df SS MS F Sig.
Between Subjects 
High/Low Restraint 
Weigh/Not Weigh 
HR/LR X W/NW 
Error ('between!
1
1
1
96
914.056
56.114
86.029
8238,116
914.056
56.114
86.029
42.031
21.747
1.335
2.047
.000
.249
.154
W ithin Subjects
Pre/Post PERF 1 
Pre/Post PERF x High/Low Restraint] 
Pre/Post PERF x Weigh/Not Weigh 1 
Pre/Post PERF x HR/LR x W/NW 1 
Error (within! 96
9.025
,698
1.107
9,049
568.810
9,025
,698
1.107
9.049
2.902
3.110
241
.382
.000
.079
.624
.537
.986
Total 199 8806.926
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Appearance Self-Esteem
Source d f SS MS F Sie.
Between Subjects 
High/Low Restraint 
W eigh/Not Weigh 
HR/LR X  W/NW 
Error fbetweent
1
1
1
96
1739.219
18.378
.141
5893.450
1739.219
18.378
.141
30.069
57.842
.611
.005
.000
.435
.946
W ithin Subjects
Pre/Post APPR 1 
Pre/Post APPR x High/Low Restraint 1 
Pre/Post APPR x Weigh/Not Weigh I 
Pre/Post APPR x HR/LR x W/NW 1 
Error fwithinl 96
4.529
5.133
63.756
2.146
759.879
4.529
5.133
63.756
2.146
3.877
1.168
.000
16.445
.553
.281
.997
.000
.458
Total 199 6653.329
Social Self-Esteem
Source d f SS MS F Sie.
Between Subjects 
High/Low Restraint 
Weigh/Not Weigh 
HR/LR x  W/NW 
Error fbetweenl
1
1
1
96
1111.409
23.866
19.978
12776.938
1111.409
23.866
19.978
65.118
17.049
.366
.306
.000
.546
.580
W ithin Subjects
Pre/Post SOC 1 
Pre/Post SOC x High/Low Restraint 1 
Pre/Post SOC x Weigh/Not Weigh 1 
Pre/Post SOC x HR/LR x W/NW 1 
Error f within! 96
23.077
2.653
13.231
11.280
833.523
23,077
2.653
13.231
11.280
4.253
5.426
.624
3.111
2.652
.021
.431
.079
.105
Total 199 13610.461
3. Body Dissatisfaction
Source d f SS MS F Sie.
Between Subjects 
High/Low Restraint 
Weigh/Not Weigh 
HR/LR X  W/NW 
Error /between)
1
1
1
96
6367.287
59.762
1.020
17170.412
6367.287
59.762
1.020
87.604
72.682
.682
.012
.000
.410
.914
W ithin Subjects
Pre/Post EDS 1 
Pre/Post BDS x High/Low Restraint 1 
Pre/Post BDS x Weigh/Not Weigh 1 
Pre/Post BDS x HR/LR x W/NW 1 
Error fwithin) 96
8.486
.582
16.340
2.208
375.919
8.486
.582
16.340
2.208
1.918
4.424
.304
8.520
1.151
.037
.582
.004
.285
Total 199 17546.331
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4. Mood
Positive
Source d f SS MS F Sia.
Between Subjects
High/Low Restraint 1 1855.070 1855.070 17.520 .000
W eigh/Not Weigh 1 85.689 85.689 .809 .369
H R Æ R xW /N W 1 403.010 403.010 3 806 .052
Error fbetweent 96 20752.579 105.881
W ithin Subjects
Pre/Post POS 1 738.040 738.040 50.954 .000
Pre/Post POS x High/Low Restraint 1 3.392 3.392 .234 .629
Pre/Post POS x  Weigh/Not Weigh 1 .970 970 067 796
Pre/Post POS x HR/LR x W/NW 1 2.978 2.978 206 .651
Error (within) 96 2838,943 14.484
Total 199 23591.522
Negative
Source d f SS MS F Sia.
Between Subjects
High/Low Restraint 1 857.044 857.044 18.871 .000
W eigh/Not Weigh 1 48.886 48.886 1.076 .301
H R Æ R xW /N W 1 .733 .733 .016 .899
Error (between) 96 8901.510 45.416
W ithin Subjects
Pre/Post NEG 1 2.275 2.275 .230 .632
Pre/Post NEG x High/Low Restraint 1 12.793 12.793 1.294 .257
Pre/Post NEG x Weigh/Not Weigh 1 21.215 21.215 2.145 .145
Pre/Post NEG x HR/LR x W/NW 1 19.433 19.433 1.965 .163
Error (within) 96 1938.170 9.889
Total 199 10839.68
5. Food-R elated Cognitions
Low Calorie
Source d f SS MS F Sia.
Between Subjects
High/Low Restraint 1 23.628 23.628 .199 .656
Weigh/Not Weigh I 97.672 97.672 .822 366
HR/LR X W/NW 1 57.423 57.423 .483 .488
Error (between) 96 23285.157 118.802
Within Subjects
Pre/Post LOW 1 12.692 12.692 1.827 .178
Pre/LOW x High/Low Restraint 1 2.094 2.094 000 .986
Pre/Post LOW x Weigh/Not Weigh 1 .425 .425 .061 .805
Pre/Post LOW x HR/LR x W/NW 1 2.081 2.081 .300 585
Error (within) 96 1361.443 6,946
Total 199 24646 6
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Source d f SS MS F Sig.
Between Subjects
High/Low Restraint 1 1269.340 1269.340 11.178 .001
W eigh/Not Weigh 1 77.998 77.998 687 .408
HR/LR X  W/NW 1 2.375 2.375 .021 .885
Error ('between') 96 22257.009 113.556
W ithin Subjects
Pre/Post MED 1 262.578 262.578 16.336 .000
Pre/Post MED x High/Low Restraint! 127.530 127.530 7.934 .005
Pre/Post MED x Weigh/Not Weigh 1 63.356 63.356 3.942 .048
Pre/Post MED x HR/LR x  W/NW 1 17.093 17.093 1.063 .304
Error ('within') 96 3150.360 16.073
Total 199 25407.369
High Calorie
Source df SS MS F Sig.
Between Subjects
High/Low Restraint 1 6680.364 6680.364 45.811 .000
Weigh/Not Weigh 1 93.499 93.499 .641 .424
HR/LR X  W/NW 1 51.203 51.203 .351 .554
Error ('between') 96 28581.418 145.824
W ithin Subjects
Pre/Post HI 1 41.903 41.903 6.184 .014
Pre/Post HI x High/Low Restraint 1 11.571 11.571 1.708 .193
Pre/Post HI x Weigh/Not Weigh 1 2.752 2.752 .000 .995
Pre/Post HI x  HR/LR x W/NW 1 3.197 3.197 .472 .493
Error ('within! 96 1328.169 6.776
Total 199 29909.587
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Table 7; Demographics of Weighed High Restrained/High Obsessive- 
Compulsive Participants and Weighed High Restrained/Low Obsessive- 
Compulsive Participants
Low MOCI (MOCl<7) = L 
High MOCI (MOCI>I4) = H
High/Low M O CI Mean Standard Deviation N
M AUDSLEY O B SE SSIO N A L L 4.72 2.05 18
COM PULSIV iTY  INVENTORY
(MOCI) TOTAL S C O R E
H 17.82 2.56 17
T o ta l 11.09 7.02 35
M O C I su b sc a le : CHECKING L .67 .91 18
H 3.94 1.20 17
T o ta l 2.26 1.96 35
M O C I su b sc a le : W A SH IN G L 1.22 1.00 18
H 5.24 2.17 17
T o ta l 3.17 2.62 35
M O C I su b sc a le : S L O W N E S S - L .72 .67 18
R EPETITIO N
H 3.29 1.45 17
T o ta l 1.97 1.71 35
M O C I su b s c a le : DOUBT L 1.94 1.26 18
H 4.47 1.18 17
T o ta l 3.17 1.76 35
M O C I su b s c a le : RUMINATE L .17 .38 18
H .88 .60 17
T o ta l .51 .61 35
EATING D ISO R D ER  INVENTORY2 L 38.28 19.73 18
(EDI-II) TOTAL S C O R E
H 62.41 26,11 17
T o ta l 50.00 25.79 35
E D i-il su b sca le : DRIVE FO R L 6.61 5.80 18
T H IN N E SS
H 9.18 6.20 17
T o ta l 7.86 6.05 35
E D I - I I  su b sc a le : BULIMIA L .83 1.34 18
H 2.59 3.22 17
T o ta l 1.69 2.56 35
E D I - I I  su b sca le : BODY L 12.61 7.64 18
D ISSA TISFA CTIO N
H 15.71 7.54 17
T o ta l 14.11 7.64 35
E D I - I I  su b sca le : L 2.11 1.81 18
IN EFFEC T IV EN E SS
H 4.35 4.74 17
T o ta l 3.20 3.68 35
E D I - I I  su b sc a le : PE R FE C T IO N ISM L 3.39 2.43 18
H 5.35 3.55 17
T o ta l 4.34 3.14 35
E D I - I I  su b sca le : L 1.72 2.32 18
IN T E R PE R SO N A L  D IST R U ST
H 1.41 1.46 17
T o ta l 1.57 1.93 35
E D I - I I  su b sc a le : IN TER O CEPTIV E L 2.00 2.68 18
A W A R E N E S S
H 4.82 5.27 17
T o ta l 3.37 4 33 35
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EDI-II subscale: MATURITY L 3.22 2.78 18
FEARS
H 5.47 4.21 17
Total 4.31 3.68 35
EDI-II subscale: ASCETICISM L 2.33 1.53 18
H 4.82 3.81 17
Total 3.54 3.10 35
EDI-II subscale: IMPULSE L .94 1.35 18
REGULATION
H 3.18 2 .63 17
Total 2 .03 2 .33 35
EDI-II subscale: SOCIAL L 2.50 2 .36 18
INSECURITY
H 5.06 2.46 17
Total 3.74 2.70 35
PRE- WEIGHT STATE-TRAIT L 33.67 7.47 18
ANXIETY INVENTORY (STAI)
H 39.24 10.78 17
Total 36.37 9.51 35
POST-WEIGHT STAI L 35.50 10,67 18
H 38.41 9.04 17
Total 36.91 9.87 35
PRE- WEIGHT STATE SELF­ L 70.17 14.45 18
ESTEEM SCALE (SSES)
H 67.00 10.16 17
Total 68,63 12.47 35
POST-WEIGHT SSES L 70.56 15.89 18
H 66.29 10.45 17
Total 68 .49 13.50 35
PRE- WEIGHT SSES subscale: L 25.94 6.40 18
PERFORMANCE
H 24.76 3 .80 17
Total 25.37 4 .66 35
POST-WEIGHT SSES subscale: L 26.28 5.96 18
PERFORMANCE
H 25.18 3.59 17
Total 25.74 4.91 35
PRE- WEIGHT SSES subscale: L 25.56 6.23 18
SOCIAL
H 24.29 4.48 17
Total 24.94 5.41 35
POST-WEIGHT SSES subscale: L 25.50 6.54 18
SOCIAL
H 25.65 4.62 17
Total 25.57 5.61 35
PRE- WEIGHT SSES subscale: L 18.67 4.86 18
APPEARENCE
H 17.94 3.98 17
Total 18.31 4.40 35
POST- WEIGHT SSES subscale: L 18.78 5.20 18
APPEARENCE
H 15.12 5.49 17
Total 17.00 5.58 35
PRE- WEIGHT BODY L 10.28 6.77 18
DISSATISFACTION
H 13.12 7.89 17
Total 11.66 7.37 35
POST-WEIGHT BODY L 10.83 7.66 18
DISSATISFACTION
H 14.24 7.38 17
Total 12.49 7.61 35
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P R E -  W E IG H T  FORBIDDEN FO O D
SURVEY (FFS) subscale: LOW 
CALORIE L 35.44 8.22 18
H 37.82 10.98 17
Total 36.60 9.59 35
POST-WEIGHT FFS subscale: L 35.61 8.45 18
LOW CALORIE
H 36.00 8.20 17
Total 35.80 5.21 38
PRE- WEIGHT FFS subscale: L 42.11 7.72 18
MEDIUM CALORIE
H 40.06 9.88 17
Total 41,11 8.76 35
POST-WEIGHT FFS subscale: L 39.22 5.71 18
MEDIUM CALORIE
H 39.06 8.88 17
Total 39.14 8.66 35
PRE- WEIGHT FFS subscale: L 49.67 7.72 18
HIGH CALORIE
H 52.24 9.85 17
Total 50.91 8.78 35
POST-WEIGHT FFS subscale: L 49.50 9.21 18
HIGH CALORIE
H 54.47 9 .04 17
Total 51.91 9.34 35
PRE- WEIGHT POSITIVE L 29.22 7.80 18
NEGATIVE AFFECT SURVEY 
(PANAS) subscale: POSITIVE
H 25.53 7.06 17
Total 27.43 7.58 35
POST-WEIGHT PANAS subscale: L 27.22 8.65 18
POSITIVE
H 23.06 8.78 17
Total 25.20 8.84 35
PRE- WEIGHT PANAS subscale: L 13.72 2 .72 18
NEGATIVE
H 15.65 5,36 17
Total 14.66 4.26 35
POST- WEIGHT PANAS subscale; L 15.17 7.83 18
NEGATIVE
H 14.71 5.17 17
Total 14.94 6.58 35
POST-WEIGHT WEIGHT L 2.00 1.19 18
SATISFACTION REPORT (WSR)
H 1.94 1.09 17
Total 1.97 1.12 35
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Table 8: Correlations of Weighed High Restrained/High Obsessive- 
Compulsive Participants and Weighed High Restrained/Low Obsessive- 
Compulsive Participants
MOCI WSR STAI BDS PANAS PANAS SSES SSES SSES SSES FFS FFS FFS
total pos. neg. perform social appear total low med. high
MOCI 1,000 -.070 .219 ,333 -346* -.034 -.159 -.095 -.351* -.233 .093 ,083 ,295
total
WSR 1,000 -.644** -.596** .444** -.330 .457** .502** .685** .646** -.048 -.290 -.404*
STAI 1,000 .506** -.590** .641** -.690** -.667** -.602** -.739** .133 .439** .232
BDS 1.000 -.547** .476** -.464** -.556** -.659** -.659** .192 .263 .513**
PANAS 1.000 -.356* .481** .462** .537** .585** -185 -.312 -2 8 4
positive
PANAS 1.000 -.584** -.476** -.465** -.600** .060 .339* .028
negative
SSES 1.000 .802** .499** .898** -.081 -.220 -.149
perform
SSES 1.000 .455** ,896** -.130 -2 2 4 -.125
social
SSES 1.000 751** -.166 -.328 -.527*'
appear
SSES 1.000 -.149 -.310 -.311
total
FFS low 1.000 .771** 260
calorie
FFS med. 1.000 .456**
calorie
FFS high 1.000
calorie
** Correlation is significant at the 0.01 level. 
* Correlation is significant at the 0 .05 level.
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Chapter 4 
Discussion
Eating disorders and obsessive-compulsive disorder have been shown to 
occur together at high rates. The purpose of this study was to assess for evidence 
o f an underlying vulnerability of obsessive-compulsivity found in restrained 
eaters and, more severely, in eating disordered individuals. If  obsessive- 
compulsivity was found to significantly impact the restrained eater, it would 
provide further support for Rothenberg’s hypothesis that eating disorders are a 
“modern obsessive- compulsive disorder “ and call attention to the possible 
pathogenic role of OCD within the theoretical model of eating disorder 
development from patterns of restrained eating.
The first hypothesis of this study (“high restrained eaters will have more 
obsessive-compulsive symptoms than low restrained eaters”) was supported. As 
predicted, level of restraint was positively related to the frequency of reported 
obsessive-compulsive symptoms. Each of the subscales representing an 
obsessive-compulsivity symptom cluster was shown to be significantly related to 
restraint, thereby suggesting that restrained eaters have thoughts and behaviors 
characteristic o f individuals with obsessive-compulsive disorder. However, even 
though the mean MOCI scores of the high restrained participants in this study was 
greater than what has been found in the literature for “neurotics”, the high 
restrained MOCI mean was lower than what has been found for obsessive- 
compulsives (Hodgson & Rachman, 1977; Emmelkamp, Kraaijkamp, & Van Den
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Hout, 1999). The findings of this study suggest support for the proposal that OCD 
is related to the appearance of anorexia nervosa and bulimia nervosa symptoms, 
yet it is not definitive because an analogue restraint population was used in this 
study.
The finding that high restrained eaters have an increased amount of 
obsessive-compulsive characteristics compared with low restrained eaters is 
important when considering the variables that may influence the transition from 
chronic dieting to a clinical eating disorder. The obsessive-compulsive symptoms 
of repetition and rumination characterize the chronic dieter’s intense 
preoccupation with weight loss and adherence to dieting cycles. For example, 
restrained eaters’ rigid eating behaviors can easily be considered obsessive and 
ruminatory. When restrained eaters believe that they have transgressed the rules 
o f their diet, they feel no longer in control of their consumption. Consequently, 
disinhibition occurs resulting in overeating. After disinhibition, the restrained 
eater may quickly recommit to the strict dietary rules in an effort to reclaim the 
feelings of self-control that had previously been attained through restrictive 
dieting. This restrictive dieting may be considered a form o f obsessive- 
compulsive repetition in that it serves to reduce the anxiety of having overeaten.
The finding that the cleaning and washing subscales of the MOCI were 
elevated in the restrained eating sample may represent other OCD symptoms 
experienced by the dieter. Previous studies have found a high prevalence of an 
OCD/eating disorder comorbidity (Garfinkel, Kennedy, & Kaplan, 1995; Halmi, 
Eckert, Marchi, Sampugnaro, Apple, & Cohen, 1991; Rubenstein et. al., 1993;
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Solyom, Freeman, & Miles, 1982; Thiel, Broocks, Ohlmeier, Jacoby, & 
Schuessler, 1995; Thornton & Russell, 1997; Tynes, White, & Steketee, 1990). 
Therefore, a comorbidity of non-food or non-diet related obsessive-compulsivity 
would be expected in this eating disorder prone sample.
This is the first study to date using high restrained participants to further 
understand how obsessive-compulsivity may be related to extreme dieting 
behaviors. The results from this study are consistent with the existing literature 
and supports previous findings showing a relationship between obsessive- 
compulsivity and disordered eating (Fahy, Osacar, & Marks, 1993; Formea & 
Bums, 1995; Joiner et al., 1997; Pigott, Altemus, Rubenstein, Hill, Bihari,
L’Heureux, Bernstein, & Murphy, 1991; Shafran, Bryant-Waugh, Lask, Arscott, 
1995; Thornton & Russell, 1997). Furthermore, this study shows that obsessive- 
compulsive tendencies are present in restrained eaters. These tendencies may be 
manifested and maintained as rigid and unhealthy dieting behaviors. Because 
obsessive-compulsivity has been shown to be present in both chronic dieters and 
eating disordered individuals, more attention needs to be paid to its influence 
within the eating disorder continuum rather than assuming its presence as mere 
coincidence.
Even though it is unclear from the data which came first (the OCD or the 
disordered eating), existing literature suggests that obsessive-compulsivity has 
more of a biological basis (Insel, Mueller, Alterman, et al, 1985; Baxter, Phelps, 
Mazziota, Guze, Schwartz, & Selin, 1987; Schwartz, Stoessel, Baxter, Martin, & 
Phelps, 1996). This supports a diathesis-stress model that OCD is the underlying
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
76
biological diathesis that, when combined with stress about weight and body 
shape, creates dietary restraint. The OCD can also manifest itself as unrelated to 
food and body image as well as serving to perpetuate the obsessive-compulsive 
nature of rigidly adhering to a diet to control weight.
The second hypothesis of the study (“high restrained eaters will report 
increased anxiety, more depressed mood, greater body dissatisfaction, and a 
change in self esteem and food related cognitions compared to low restrained 
eaters after participants are weighed”) was partially supported. Regardless of 
experimental condition, high restrained participants reported significantly higher 
anxiety, lower self-esteem (total, performance, appearance, social), lower weight 
satisfaction, greater body dissatisfaction, greater negative mood, and greater 
discomfort eating medium and high caloric foods when compared to low 
restrained subjects. This finding supports previous research showing that high 
restrained eaters, in general, experience more anxiety, negative mood, greater 
body dissatisfaction, lower self esteem, and a decreased comfort when eating 
higher calorie foods than low restrained eaters (Garner et al,, 1983; Herman et al., 
1987; McFarlane et al., 1998; Nelson & Gidycz, 1993; Polivy et al., 1988; Polivy 
et al., 1994; Sunday et al., 1992; Tiggemann 1994).
The hypothesis that high restrained eaters will report significantly greater 
anxiety, depressed mood, body dissatisfaction, food preference changes, and 
lower self-esteem after being weighed than low restrained eaters was not 
supported. Anxiety was not shown to significantly change after being weighed on 
the scale. Therefore, the proposal that the act of being weighed is anxiety
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provoking was not supported. The finding that there were no significant 
differences in anxiety, mood, body dissatisfaction, or food preferences may 
indicate that these are more stable cognitions held by the high restrained eater 
than originally hypothesized. This is an important finding in that it highlights a 
more consistent pattern of thinking that, when compared to non-dieters, seems 
uninfluenced by seeing the symbolic scale and being weighed.
Regardless of restraint level, all weighed participants reported significant 
decreases in total and appearance self-esteem, weight satisfaction, and a 
significant increase in body dissatisfaction when compared to participants who 
were not weighed. Furthermore, a weight gain experienced by the participants 
was shown to decrease weight satisfaction and total self-esteem. These findings 
may be indicative of vulnerabilities shared by all women in a society that 
promotes the “thin-ideal” and are interestingly not unique to the high restrained 
eater. For example, Stice (1994) suggests that in order to gain social acceptance, 
individuals with low self-esteem are likely to subscribe to cultural weight ideals. 
Thus, a weight gain represents a regression fi-om what society deems attractive 
which, consequently, may lead to their negative evaluation o f themselves or their 
bodies.
The third hypothesis (“high restrained eaters with more obsessive- 
compulsive symptoms will report a greater increase in post-condition anxiety, 
more depressed mood, greater body dissatisfaction, and larger self esteem changes 
compared to post-condition reports o f restrained eaters with little or no obsessive- 
compulsive symptoms”) was partially supported. Obsessive-compulsive
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symptoms were found to be positively related to eating disorder severity, 
specifically the aspects of obsessive thoughts and rituals regarding food, eating, 
and binging; compulsive purging behaviors; confusion in the ability to identify 
affective and bodily functions; desire for self-discipline, self-restraint, and control 
of the body; the tendency towards impulsivity; and social self-doubt. This finding 
is consistent with previous studies that found that comorbid OCD was associated 
with greater scores of eating disorder pathology for individuals with anorexia and 
bulimia (Pigott et al, 1991; Thiel et al, 1995). High obsessive-compulsivity in 
restrained eaters is significantly related to a decrease in appearance self-esteem 
scores and lowered positive mood after having been weighed when compared to 
restrained eaters with low obsessive-compulsivity. Therefore, high obsessive- 
compulsivity seems to magnify the distress of how one perceives she looks after 
being weighed.
Obsessive-compulsivity can influence the dieter being weighed by 
compromising the fragility of chronic dieters’ appearance self-esteem. According 
to Polivy et al., 1988 and Jansen et al., 1998, restrained eaters with lower self­
esteem consume less than restrained eaters with higher self-esteem. Therefore, 
these restrained eaters with low appearance self-esteem (perhaps from having 
experienced disappointment from a weight gain) are likely to restrict food intact, 
thereby increasing the potential to binge. After binging, the restrained eater’s self­
esteem is, again, jeopardized because she surpassed her diet boundary and faces a 
possible weight gain. This represents an endless cycle that may push this person 
into a diagnostic eating disorder.
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The degree of obsessive-compulsivity was not shown to be significantly 
related to greater changes in anxiety, self-esteem (total, performance, social), or 
food-related cognitions. This could indicate that obsessive-compulsiveness does 
not influence the magnitude of symptom severity or reactivity in these areas when 
chronic the dieter confronts a possible weight gain. Additionally, this finding 
could indicate the obsessive-compulsivity experienced by the high restrained eater 
may have been unrelated to body weight, food, or eating, but representative of the 
broader obsessive-compulsive patterns such as washing, symmetry, and order.
The results suggest that being weighed appears to be powerful for all 
women, regardless of dieting status. The act of being weighed affects self-esteem 
and satisfaction of body size, shape, and weight for both dieters and non- dieters. 
Therefore, the common act of weight monitoring can significantly affect a dieter 
in a way that may further perpetuate disordered eating.
In summary, this study on disordered eating investigated a clinically 
relevant problem that has attained epidemic proportions in the college-aged 
female population. The results confirm and expand previous findings that 
obsessive-compulsivity is an important influence in the appearance of increased 
eating disorder symptoms. Furthermore, the findings elucidate the dynamics and 
characteristics o f the eating disorders. Another notable strength of this study was 
discovering that being weighed affected all participants regardless of restraint 
status. Cognitive changes after being weighed included significant decreases in 
total and appearance self-esteem, weight satisfaction, and a significant increase in 
body dissatisfaction. This is an important finding because it indicates that most
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women (dieters and non-dieters) are sensitive about their weight and appearance.
Due to the criteria for classification of high restraint and low restraint in 
this study, potential participants with severe anorexia were not included for health 
reasons. Additionally, men were restricted from participating because disordered 
eating is statistically found most often in females. Although it would be 
interesting to have male participants in a subsequent study, it seemed to be a 
clinical priority to concentrate on females first. A third limitation of this research 
is the issue of statistical power, specifically regarding hypothesis three. The 
sample size had been reduced, based on participant characteristics, in order to 
meet the difihcult categoiy of restraint and obsessive-compulsivity. As a 
consequence, the power was lowered. Therefore, this decrease in power may have 
impeded the success of finding significant results.
The presented findings may help researchers and clinicians to better 
understand the degree of impact the scale has in the lives of dieters and, perhaps 
more critically, eating disordered individuals. These findings may be incorporated 
into already established cognitive-behavioral treatments of eating disorders. Even 
though this study did not demonstrate that being weighed is anxiety provoking, it 
did show that being weighed significant influences critical symptoms 
characteristic o f eating disordered individuals i.e., low self-esteem and body and 
weight dissatisfaction. Exposure/response prevention, a treatment developed for 
obsessive-compulsive disorder, may be useful for desensitizing the eating 
disordered patient to the scale. In treatment, being weighed may serve as 
exposure, much like how food is used in exposure/response treatment for bulimics
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(Rosen & Leitenberg, 1982). Before discharge from an inpatient eating disordered 
unit (or in outpatient session), the patient with anorexia nervosa (whom this 
author believes would most benefit from this procedure), could be exposed to the 
scale, its reading, and the act of self-weighing when there is the likelihood of a 
weight gain. After being weighed, the eating disordered person’s experience could 
then be processed with their therapist. Successive exposure to the scale could 
eliminate its perceived deterministic power and control that was once motivated 
by the eating disorder pathology of the anorexic patient. As it has been shown in 
the literature, more exposure lessons the intense reaction to that stimuli (Foa, 
Steketee, & Milby, 1980). Thus, exposure with response prevention would give 
the patient with anorexia the opportunity to practice de-emphasizing the scale as 
an external regulator of mood, self-esteem, cognitions, and eating patterns.
Future research could pursue a longitudinal study investigating the rate of 
high obsessive-compulsive symptomatic restrained eaters to see if they become 
diagnostically eating disordered. Research could also be useful to examine if 
males (especially athletes in weight restrictive sports) are similarly affected by 
being weighed and if and how obsessive-compulsivity might be involved. 
Additionally, research should be done to determine if the exposure/response 
prevention process could extend to eating disorder treatments incorporating the 
weight scale. Understanding how one is affected by being weighed may 
ultimately de-power the scale and empower the individual.
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Appendix A
The Body Mass Index
(Fairburn, 1995)
BMI = ________Weight (in kilograms'!_____
Height (in meters) x Height (in meters)
Under 16: extremely underweight 
16-18: significantly underweight 
19-26: healthy weight 
27-30: overweight 
30-40: significantly overweight 
Over 40: extremely overweight
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Appendix B
DEMOGRAPHIC QUESTIONNAIRE
NAME: AGE:
PHONE NUMBER:
GENDER: M_ 
(Check one)
YEAR IN SCHOOL:
CURRENT WEIGHT
HEIGHT : feet inches
Freshman
Sophomore
Junior
Senior
PSYC 100 INSTRUCTOR NAME: 
SECTION #
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Appendix C
TFEQ
Part One
Directions: Please answer the following questions by circling true or false as it 
applies to you.
93
TRUE FALSE
TRUE FALSE
TRUE
TRUE
TRUE
TRUE
TRUE
TRUE
TRUE
TRUE
TRUE
TRUE
TRUE
TRUE
TRUE
TRUE
TRUE
TRUE
FALSE
FALSE
FALSE
FALSE
FALSE
FALSE
FALSE
FALSE
FALSE
FALSE
FALSE
TRUE FALSE
FALSE
FALSE
FALSE
TRUE FALSE
FALSE
FALSE
1. When I smell a sizzling steak or see a juicy piece o f meat, I  fmd it 
very difficult to keep from eating, even if  I have just finished a meal.
2. I usually eat too much at social occasions, like parties and 
picnics.
3. la m  usually so hungry that I eat more than three times a day.
4. When I have eaten my quota o f calories, I  am usually good about 
not eating any more.
5. Dieting is so hard for me because I just get too hungry.
6. 1 deliberately take small helpings as a means o f controlling my 
weight.
7. Sometimes things just taste so good that I  keep on eating 
even when I am no longer hungry.
8. Since I am often hungry, I sometimes wish that while I  am eating, 
an e^qrert would tell me that I have had enough or that I can have 
something more to eat.
9. When 1 feel anxious, I find myself eating.
10. Life is too short to worry about dieting.
11. Since my weight goes up and down, 1 have gone on reducing 
diets more than once.
12.1 often feel so hungry that I just have to eat something.
13. When I am with someone who is overeating, I usually 
overeat too.
14 .1 have a pretty good idea o f the number of calories in 
common food.
15. Sometimes when I start eating, I just can’t seem to stop.
16. It is not difficult for me to leave something on my plate.
17. At certain times o f the day, I get hungry because 1 have gotten 
used to eating then.
18. While on a diet, i f  I eat food that is not allowed, I  consciously eat 
less for a period o f time to make up for it.
19. Being with someone who is eating often makes me hungry 
enough to eat also.
20. When I  feel blue, 1 often overeat.
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TRUE FALSE
TRUE FALSE
TRUE FALSE
TRUE FALSE 
TRUE FALSE 
TRUE FALSE
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE
2 1 . 1 enjoy eating too much to spoil it by counting calories or 
watching my weight.
22. When I see a real delicacy, I often get so hungry that I have to eat 
right away.
2 3 . 1 often stop eating when I am not really full as a conscious means 
of limiting the amount that I eat.
2 4 . 1 get so hungry that my stomach often seems like a bottomless pit. 
25. My weight has hardly changed at all in the last ten years.
2 6 . 1 am always hungry so it is hard for me to stop eating before I 
finish the food on my plate.
27. When I feel lonely, I console myself by eating.
2 8 . 1 consciously hold back at meals in order not to gain weight.
2 9 . 1 sometimes get very hungry late in the evening or at night.
3 0 . 1 eat anything I want, anytime I want.
31. Without even thinking about it, I take a long time to eat.
3 2 . 1 count calories as a conscious means o f controlling my 
weight.
3 3 .1 do not eat some foods because they make me fat.
3 4 .1 am always hungry enough to eat at any time.
3 5 .1 pay a great deal o f attention to changes in my figure.
36. While on a diet, i f  I eat a food that is not allowed, I often 
then splurge and eat other high calorie foods.
Part Two
Directions: Please answer the following questions by circling the number above 
the response that is appropriate to you.
37. How often are you dieting in a conscious effort to control your weight?
1 2 3
rarely sometimes usually
38. Would a weight fluctuation of 5 pounds affect the way you live your life?
1 2 3
not at all slightly moderately
4
always
very much
39. How often do you feel hungry?
1 2 
only at mealtimes sometimes between meals
3 4
often between meals almost always
40. Do your feelings of guilt about overeating help you to control your food intake?
1 2 3 4
never rarely often always
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41. How difficult would it be for you to stop eating halfway through dinner and not eat for the next 
four hours?
1 2 3 4
easy slightly difficult moderately difficult very difficult
42. How conscious are you of vdiat you are eating?
1 2 3 4
not at all slightly moderately extremely
43. How frequently do you avoid “stocking up” on tempting foods?
1 2 3 4
almost never seldom usually almost always
44. How likely are you to shop for low calorie foods?
1 2 3 4
unlikely slightly unlike moderately likely very likely
45. Do you eat sensibly in front of others and splurge alone?
1 2 3 4
never rarely often always
46. How likely are you to consciously eat slowly in order to cut down on how much you eat?
1 2 3 4
unlikely slightly unlikely moderately likely very likely
47. How frequently do you skip dessert because you are no longer hungry?
1 2 3 4
almost never seldom at least once a week almost every day
48. How likely are you to consciously eat less than you want?
1 2 3 4
unlikely slightly unlikely moderately likely very likely
49. Do you go on eating binges though you are not hungry?
1 2  3 4
never rarely sometimes at least once a week
50. On a scale of 0 to 5, where 0 means no restraint in eating (eating whatever you want, when ever 
you want it) and 5 means total restraint (constantly limiting food intake and never “giving in”), 
please circle the number you would you give yourself?
0 -  eat whatever you want, whenever you want it
1 = usually eat whatever you want, when ever you want it
2 = often eat vdiatever you want, whenever you want it
3 = often limit food intake, but often “give in”
4 = usually limit food intake, rarely “giving in”
5 = constantly limiting food intake, never “giving in”
51. To what extent does this statement describe your eating behavior? “I start dieting in the 
morning, but because of any number o f things that happen during the day, by evening I have given 
up and eat what I  want, promising myself to start dieting again tomorrow.”
1 2 3 4
not like me little like me pretty good describes me
description of me perfectly
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Appendix D 
EDI-2
This is a scale which measures a  variety o f attitudes, feelings, and behaviors. Some o f  the items 
relate to  food and eating. Others ask you about your feelings about yourself. THERE ARE N O  RIGHT OR 
W RON G  ANSWERS SO TRY VERY HARD TO  BE COM PLETELY HONEST IN  YOUR ANSWERS. 
RESULTS ARE COM PLETELY CONFIDENTIAL. Read each question and place an (X) in  the column which 
best applies to  you. Please answer each question very carefully.
Always Usually Often Sometimes Rarely Never
( ) ( ) ( ) ( ) ( )
(
(
(
(
(
(
(
(
(
(
( )
(
(
(
(
(
(
(
(
(
{
1 .1 eat sweets and carbohydrates without 
feeling nervous.
2 . 1 think that my stomach is too big.
3 . 1 wish that I  could return to  the security 
o f  childhood.
4 . 1 eat when I am upset
5 .1 stuff m yself with food
6 . 1 wish that I could be younger.
7 . 1 think about dieting.
8 .1 get frightened when my feelings are 
too strong.
9 . 1 think that my thighs are too large.
1 0 .1 feel ineffective as a person.
11 I feel extremely guilty after
overeating.
12.1 think that my stomach is just the right 
size.
13. Only outstanding performance is good 
enough in my family.
14. The happiest tim e in  life is 
when you are a child.
1 5 .1 am open about my feelings.
1 6 .1 am terrified o f  gaining 
weight.
1 7 .1 trust others,
18 I feel alone in the world.
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A lways Usixa%  O ften  Som etim es R are ly  N ever
( ) ( ) ( ) ( ) ( )
1 9 .1 feel satisfied with the shape 
o f  my body.
2 0 .1 feel generally in control o f 
things in  life.
21.1 get confused about what 
emotion I am feeling.
2 2 .1 would rather be an adult tiian 
a child.
2 3 .1 can communicate with others easily.
2 4 .1 wish I were someone else.
2 5 .1 exaggerate or magnify the 
importance o f  weight.
2 6 .1 can clearly identify what emotion I am 
feeling.
2 7 .1 feel inadequate.
2 8 .1 have gone one eating binges 
where I felt that I could not stop.
29. As a child, I tried very hard to  avoid 
disappointing m y parents and teachers.
3 0 .1 have close relationships.
31 .1  like the shape o f  m y buttocks.
3 2 .1 am preoccupied with the 
desire to  be thinner.
3 3 .1 don’t know w hat’s going on 
inside o f me.
3 4 .1 have trouble expressing my 
emotion to  others.
3 5. The demands o f  adulthood are 
too great.
3 6 .1  hate being less than best at 
things.
3 7 .1 feel secure about myself.
3 8 .1 think about bingeing 
(overeating).
( ) 3 9 .1 feel happy that 1 am not a
child anymore.
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Always Usually Often Swneftmes Rarely Never 
( )  ( )  ( )  ( )  ( )  ( )  4 0 .1 get confused as to whether or
not I am  hungry.
41.1  have a  low opinion o f  myself,
4 2 .1 feel that I can achieve my 
standards.
43. M y parents have expected 
excellence o f  me.
4 4 .1 worry that my feelings will 
get out o f  control.
4 5 .1 think my hips are too b ig
4 6 .1 eat moderately in front o f 
others and stuff m yself when 
they’re gone.
4 7 .1 feel bloated after eating a 
normal meal.
48. I feel that people are happiest 
when they are children.
49. I f  I gain a pound, I worry that 
I will keep gaining.
5 0 .1 feel that I am worthwhile 
person.
5 1. When I am upset, I don’t  know 
i f  I am sad, fnghtened, or angry.
5 2 .1 feel that I m ust do things 
perfectly or not do them at all.
5 3 .1 have the thought o f  trying to 
vomit in order to  lose weight.
5 4 .1 need to  keep people at a certain 
distance (feel uncomfortable i f  someone 
tries to  get too close).
55.1 think that my thighs are just 
the right size.
5 6 .1 feel empty inside (emotionally).
5 7 .1 can talk  about personal 
thoughts o f feelings.
( )  ( )  ( )  ( )  { )  ( ) 5 8 .  The best years o f  your life are
when you become an adult.
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A tw ays U sua^y O ften  Som etim es R are
( { ) ( ) { ) (
( ) ( ) ( )
( )
N ever
) (  ) 5 9 ,1 think my buttocks are too
large.
( ) 6 0 .1 have feelings I can’t  quite
identify.
61.1 eat or drink in secrecy.
62.1 think that m y hips are ju s t the 
right size.
6 3 .1 have extremely high goals.
64. When I am  upset, I worry that 
I will start eating.
65. People I  really like end up 
disappointing me.
6 6 .1 am ashamed o f my human 
weaknesses.
67. Other people would say tha t I 
am emotionally unstable.
6 8 .1 would like to  be in total 
control o f  my bodily urges.
6 9 .1 feel relaxed in most group 
situations.
7 0 .1 say things impulsively that I 
regret having said.
7 1 .1 go out o f  my way to 
experience pleasure.
7 2 .1 have to be careful o f  my 
tendency to  abuse drugs.
7 3 .1 am outgoing with most 
people.
7 4 .1 feel trapped in  relationships.
75. Self-denial m akes me feel 
stronger.
76. People understand my real 
problem.
7 7 .1 can’t  get strange thoughts out 
o f my head.
78. Eating for pleasure is a sign of 
moral weakness.
( ) 79. I am prone to  outbursts o f
anger or rage.
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Always U sually O ften  Som etim es R are ly  N ever
) ) {
( ) ( )
( ) 
) 
) 
)
(  )  ( )  8 0 .1 feel that people give me the
credit I deserve.
81.1 have to  becareful o f  my 
tendency to  abuse alcohol.
8 2 .1 believe that relaxing is simply 
a waste o f time.
83. O theis would say that I get 
irritated easily.
)  8 4 .1 feel like I arn losing out
everywhere.
85.1 experience marked mood 
shifts.
) 8 6 .1 am embarrassed by bodily
urges.
) 8 7 .1 would rather ^ e n d  tim e by
m yself than with others.
)  88. Suffering makes you a  better person.
)  8 9 .1 know that people love me.
)  9 0 .1 feel like I must hurt m yself or others.
( ) 9 1 .1 feel that I  really know who I am.
)
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BDS
ALW AYS USUALLY OFTEN SOMETIMES RARELY NEVER
1 0 1
1. I think that my stomach is 
too big.
2 .1 think that my thighs are 
too large.
3 .1 think that my stomach is 
just the right size.
4. I feel satisfied with the 
shape of my body.
5. 1 like the shape of 
my buttocks.
6. I think my hips are 
too big.
7. I think that my thighs are 
just the right size.
8 .1 think my buttocks 
are too large.
. 9. I think that my hips are 
just the right size.
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Appendix F
MOCI
1. I avoid using public telephones because of possible contamination.
TRUE FALSE
2. I frequently get nasty thoughts and have difficulty in getting rid of them.
TRUE FALSE
3. 1 am more concerned than most people about honesty.
TRUE FALSE
4. I am often late because I can’t seem to get anything done on time.
TRUE FALSE
5. I don’t worry unduly about contamination if 1 touch an animal.
TRUE FALSE
6. I frequently have to check things (e.g. gas or water taps, doors, etc.) several times.
TRUE FALSE
7. I have a very strict conscience.
TRUE FALSE
8. I find that almost every day 1 am upset by unpleasant thought that come into my mind 
against my will.
TRUE FALSE
9. 1 do not wony  ̂unduly if  I accidentally bump into somebody.
TRUE FALSE
1 0 .1 usually have serious doubts about the simple everyday things I do.
TRUE FALSE
11. Neither of my parents was very strict during my childhood.
TRUE FALSE
12.1 tend to get behind on my work because I repeat things over and over again.
TRUE FALSE 
13 .1 use only an average amount of soap.
TRUE FALSE
14. Some numbers are extremely unlucky.
TRUE FALSE
15 .1 do not check letters over and over again before posting them.
TRUE FALSE
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16. I do not take a long time to dress in a morning.
TRUE FALSE
17. I am not excessively concerned about cleanliness.
TRUE FALSE
18. One o f my major problems is that I pay too much attention to detail.
TRUE FALSE
19. I can use well-kept toilets without any hesitation.
TRUE FALSE
20. My major problem is repeated checking.
TRUE FALSE
2 1 . 1 am not unduly concerned about germs and diseases
TRUE FALSE
22. I do not tend to check things more than once.
TRUE FALSE
23. I do not stick to a very strict routine when doing ordinar>' things.
TRUE FALSE
24. My hands do not feel dirty after touching money.
TRUE FALSE
2 5 . 1 do not usually count when doing a routine task.
TRUE FALSE
2 6 . 1 take a rather long time to complete my washing in the morning.
TRUE FALSE
2 7 . 1 do not use a great deal of antiseptics.
TRUE FALSE
28. I spend a lot o f time every day checking things over and over again.
TRUE FALSE
29. Hanging and folding my clothes at night does not take up a lot o f time.
TRUE FALSE
30. Even when I do something very carefully I often feel that it is not quite right.
TRUE FALSE
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SELF-EVALUATION QUESTIONNAIRE ST AI Form Y-1
DIRECTIONS:
A number of statements which people have used to describe themselves 
are given below. Read each statement and then circle the appropriate 
number to the right of the statement to indicate how you feel right now, 
that is, at this moment. There are no right or wrong answers. Do not spend 
too much time on any one statement but give the answer which seems to 
describe your present feelings best.
NOT AT ALL SOMEWHAT MODERATELY SO VERY M UCH SO
1 . I feel calm
2 .  I feel secure
3 .  I am tense
4 .  I feel strained
5 .  I feel at ease
6 .  I feel upset
7 .  I am presently worrying 1
over possible misfortunes
8 .  I feel satisfied
9 .  I feel frightened
1 0 .  I feel comfortable
1 1 .  I feel self-confident
1 2 .  I feel nervous
1 3 .  I am jittery
1 4 .  I feel indecisive
1 5 .  I am relaxed
1 6 . 1  feel content
1 7 . 1  am worried
1 8 . 1  feel confused
1 9 .  I feel steady
2 0 .  I feel pleasant
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
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Appendix H
SSES
This is a questionnaire designed to measure what you are thinking at this moment. There 
is, of course, no right answer for any statement. The best answer is what you feel is true 
of yourself at this moment. Be sure to answerall of the items, even if  you are not certain 
o f the best answer. Again, answer these questions as they are true for you RIGHT NOW.
1 = not at all, 1 = a little bit, 3 = somewhat, 4 = very much, 5 = extremely
1. I feel confident about my abilities.
2. 1 am worried about whether I am regarded as a success or failure.
1------------2-----------3----------- 4---------- 5
3. 1 feel satisfied with the way my body looks right now.
4. I feel frustrated or rattled about my performance.
1------------2---------- 3----------- 4 ---------- 5
5. I feel that I am having trouble understanding things that I read.
1------------2--------- -3----------- 4---------- 5
6. 1 feel that others %espect and admire me.
1-----------.2--------- -3----------- 4---------- 5
7. 1 am dissatisfied with my weight.
1------------2---------- 3 ----------- 4---------- 5
8. I feel self-conscious.
1------------2---------- 3----------- 4---------- 5
9. I feel as smart as others.
1------------2---------- 3 ----------- 4---------- 5
10. I feel displeased with myself
1------------2---------- 3----------- 4---------- 5
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11. I feel good about myself.
1----------- _2----------- 3 ------------ 4---------- 5
12. I am pleased with my appearance right now.
1------------2-----------3----------- 4---------- 5
13. I am worried about what other people think of me.
1------------2-----------3---------- -4---------- 5
14. I feel confident that I understand things.
15. I feel inferior to others at this moment.
16. I feel unattractive.
17. I feel concerned about the impression I am making.
18. I feel that I have less scholastic ability right now than others. 
1------------2-----------3------------4---------- 5
19. I feel that I’m not doing well.
20. I am worried about looking foolish.
1------------2---------- 3 ------------4---------- 5
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Appendix I
FOOD SURVEY
RATE HOW YOU WOULD FEEL ABOUT YOURSELF AFTER EATING
THIS FOOD?
1 = 1  would feel very good about myself after eating this food
2 = 1 would feel good about myself after eating this food
3 = 1 would feel neither good nor bad about myself after eating this food
4 = 1 would feel bad about myself after eating this food
5 = 1 would feel very bad about myself after eating this food
1. English muffin 1 2 3 4 5 23. Banana 1 2 3 4 5
2. Jello 1 2 3 4 5 24. Shrimp 1 2 3 4 5
3. Apple 1 2 3 4 5 25. Wine 1 2 3 4 5
4. Com 1 2 3 4 5 26. Popcom 1 2 3 4 5
5, Hot fudge sundae 1 2 3 4 5 27. Spinach 1 2 3 4 5
6. Pork Chops 1 2 3 4 5 28. Porterhouse steak 1 2 3 4 5
7. Carrots 1 2 3 4 5 29. Lima beans 1 2 3 4 5
8. Cheddar cheese 1 2 3 4 5 30. Diet soda 1 2 3 4 5
9. Beer 1 2 3 4 5 31. Waffles with syrup 1 2 3 4 5
10. Com bread 1 2 3 4 5 32. Swiss cheese 1 2 3 4 5
11. Skim milk 1 2 3 4 5 33. Hot dog 1 2 3 4 5
12. Sweet potato 1 2 3 4 5 34. Peanut butter 1 2 3 4 5
13. Boiled ham 1 2 3 4 5 35. Coke 1 2 3 4 5
14. Pizza 1 2 3 4 5 36. Saltines 1 2 3 4 5
15. Spare ribs 1 2 3 4 5 37. Sour cream 1 2 3 4 5
16. Cantaloupe 1 2 3 4 5 38. Veal cutlet 1 2 3 4 5
17. Fried chicken 1 2 3 4 5 39. Ice cream 1 2 3 4 5
18. White bread 1 2 3 4 5 40. Liquor 1 2 3 4 5
19. Orange juice 1 2 3 4 5 41. Biscuits 1 2 3 4 5
20. Doughnuts 1 2 3 4 5 42. Plain Yogurt 1 2 3 4 5
21. Potato 1 2 3 4 5 43. Tomato Juice 1 2 3 4 5
22. Milk shake 1 2 3 4 5 44. Cottage cheese
45. Apple Juice
1
1
2
2
3
3
4
4
5
5
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Appendix J
PANAS X
This scale consists of a number of words that describe different feelings 
and emotions. Read each item and then mark the appropriate answer in the 
space next to that word. Indicate to what extent you feel this way right 
now, that is at the present moment. Use the following scale to record 
your answers.
1
very slightly 
or not at all
2
a little moderately quite a bit
5
extremely
ashamed
interested.
distressed
angry at self
afraid
excited.
frightened
upset
loathing
strong.
dissatisfied with self
guilty
scared
hostile
blue
shaky
enthusiastic.
blameworthy
proud.
alert.
disgusted with self 
scornful 
disgusted 
irritable 
inspired, 
active, 
nervous 
_ sad
_ determined, 
attentive, 
jittery 
_ downhearted 
_ angry 
_ lonely
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Appendix K
WSR
How satisfied do you feel about your current weight?
1---------------- 2----------------3--------------- 4---------------- 5
not at all a  little bit somewhat very much extremely
How often do you weigh yourself?
When was the last time you weighed yourself?
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Appendix L
FILM QUESTIONNAIRE
1. Did you enjoy the film?
1------------2------------ 3-----------4------------ 5
not at all neutral extremely
2. How would you rate the degree to which the film influenced your appetite?
1-----------2------------- 3------------ i ----------- 5
not at all moderately extremely
influencing influencing influencing
3. How would you rate the degree to which the film influenced your mood?
not at all moderately extremely
influencing influencing influencing
4. If you found the film to influence your appetite, please write down the specific aspects 
of the film that you found to have the most influence on your appetite:
5. If you found the film to influence your mood, please write down the specific aspects of 
the film that you found to have the most influence on your mood:
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Appendix M
Institutional Review Board Proposal for 
the Experimental Study
Obsessive-Compulsive Symptoms 
and the Cognitive ESects of Being Weighed 
in a Restrained Eating Population
Investigator: Suzanne Kodya, B.A. 
Supervisor: D. Balfour Jeffrey, Ph.D.
1. Description of the Research
The proposed research project is designed to assess the rates of obsessive-compulsive 
symptoms in undergraduates reporting symptoms of restrained eating and eating disorders. The 
secondary goal of the proposed research project is to investigate the influences of being weighed 
on anxiety, mood, hunger, weight satisfaction, and reactions to specific foods and caloric levels.
Dieting has been found to be a factor in an increased vulnerability towards the 
development of an eating disorder. Therefore, a pattern of restrained eating (frequent restriction of 
food intake as a means to control body weight) may precipitate an eating disorder diagnosis. The 
catalyst in the evolution of restrained eating to clinical eating disorder symptoms remains 
uncertain. It has been purposed that the symptoms and patterns of obsessive-compulsive disorder 
(OCD) are the intrinsic elements that motivate and sustain eating disorders and that OCD may 
intensify the eating disorder symptomology. If the relationship between restrained eating and the 
eating disorders are considered along a continuum, with the eating disorders representing a more 
severe, yet symptomatically similar pathology, than the rate of obsessive-compulsivity should be 
correlated with the severity of eating disorder symptoms. Thus, an increase in the intensity of 
obsessive-compulsive symptoms may be a motivating factor in the restrained eating to eating 
disorder evolution. The conceptualization of disordered eating as a manifestation of underlying 
obsessive-compulsivity allows for the utilization of the etiologies and treatment interventions of 
OCD to enhance how eating disorders are conceptualized and treated.
Restrained eaters consider being weighed to be more important than unrestrained eaters. 
It has been suggested that an observed weight increase may have psychological consequences, 
such as decreased mood and lowered feelings of self-worth. False weight feedback after being
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weighed has been shown to increase the anxiety levels of restrained eaters.
The reading on the scale can be a source of anxiety that may serve to reinforce the 
dieter’s restrictive rituals towards achieving a misguided goal weight. If the weight displayed on 
the scale repeatedly elicits an anxious response from the dieter, this response may become 
conditioned and eventually associated to just the act o f being weighed. Furthermore, it may be 
shown that the cognitive reactions of the weighed restrained eaters will influence their degree of 
body image distortion, food preference, and mood. The emotional cycle resulting from the act of 
being weighed may serve in the reinforcement and maintaince of disordered eating.
2. Benefits of the Research
There is no direct benefit to participants for taking part in this study. Their participation 
in  this study gives them an opportunity to earn required experimental credits for their Psychology 
100 course. Additionally, their participation in this study will contribute to a better understanding 
of how the act of weighing oneself on a scale influences anxiety, mood, and appetite, and how 
that is further impacted by obsessive-compulsivity.
3. Use of Participants
Participants will be approximately 200 female Psychology 100 students, 18 years of age 
and older, who are considered to be at a “healthy weight” according to the Body Mass Index. The 
participants will be selected from those who attended the general screening sessions to held in the 
Fall 2000 and Spring 2001 semesters. IRB approval was obtained for this screening. During the 
screening, students filled out a demographics questionnaire (requesting information about the 
participants name, age, years of education, phone number, height, and weight). Eating Disorder 
Inventory -2, Three-Factor Eating Questiormaire, and the Maudsley Obsessional- Compulsive 
Inventory. Participants received 2 experiment credits for their participation in the screening 
session. The weight and height information given by the participant will be used to determine their 
Body Mass Index. From their scores on the Three-Factor Eating Questionnaire, participants will 
be designated as restrained eaters or unrestrained eaters. These applicable students will be 
contacted for inclusion in this study.
Approximately, 100 female restrained eaters and 100 female unrestrained eaters will be
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recruited for the study. These groups will be randomly assigned, with half assigned to the 
weighing (experimental) condition and the other half assigned to the non-weighing (control) 
condition. Four female research assistants will contact the subjects by telephone and ask whether 
they would like to participate in a study called “Movies, Appetite, and Mood”, to determine 
whether films influence appetite and mood. Students who agree to participate will be asked to set­
up a 1 hour appointment with the research assistant. Participants will be asked to refrain from 
eating for at least two hours before coming to the laboratory to ensure similar levels of hunger in 
the students.
Participants will be tested individually. Upon arrival to the laboratory to be located in 
room 305 of the Skaggs Building on the campus of The University of Montana, participants will 
asked to complete the Informed Consent Form and will be asked when and what they last ate. 
Participants who have eaten within two hours before coming to the lab will be rescheduled.
The pre-test measures will then be administered in the following standardized order: 
State-Trait Anxiety Inventory - Form Y l, State Self-Esteem Scale (SSES), Positive Affect and 
Negative Affect Scale (PANAS), the Body Dissatisfaction Scale of the Eating Disorder Inventory, 
and the Forbidden Food Survey. Pre-test measures should take approximately 10 minutes to 
complete.
After pre-test materials are collected, all participants will watch a 15-minute segment of 
Canyons o f  Wonder, produced by Readers Digest. This 15-minute film segment is part o f a 
documentary about Bryce Canyon and has been shown to be an affectively neutral stimuli in a 
pilot study. The film segment will be useful in that it provides a distraction between the 
administration of pre-test measures and the post-test condition.
Participants in the experimental group will weigh themselves, under the observation of 
the research assistant who will record the weight. The participant will then be readministered the 
STAI-Yl, PANAS, SSES, the Body Dissatisfaction Scale of the EDI, Forbidden Food Survey, 
Weight Satisfaction Report, and a film questionnaire. It will take approximately 10 minutes to 
complete these measures. Participants will then be debriefed.
Participants in the control group will be readministered the STAJ-Form Y l, PANAS, 
SSES, the Body Dissatisfaction Scale of the EDI, Forbidden Food Survey, and a film  
questiormaire. When the participant has completed the post-test measures, the participants will 
weigh themselves, under the observation of the research assistant who will record the weight. The 
participant will be asked to complete the Weight Satisfaction Report and afterwards be debriefed.
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4. Description of Participant
Participants will be female undergraduate students 18 years of age and older, who are 
enrolled in Psychology 100 during the Fall 2000 and Spring 2001 semesters. Two experimental 
credits will given to those students who participate in this study in addition to the two 
experimental credits they receive for attending the screening. Only women will be asked to 
participate in this study.
5. Risks and Discomforts
It is expected that the screening portion of this investigation will not expose any 
participant to unnecessary harm or discomforts. Due to the goal of the second phase of this study 
(assessing cognitive eSects of the act of weighing), there is a possibility that some participants 
may feel a temporary increase in anxiety and negative mood after exposure to the scale. Research 
assistants will monitor participant’s affect throughout the study. It is unlikely that any anxiety or 
negative mood will remain at the end of the experiment. If, at the end of the experiment, anxiety or 
a negative mood state is present, the research assistant will handle it at the debriefing by referring 
the participant to the primary investigator (Suzanne Kodya) and the faculty supervisor (Dr. 
Jeffrey) of this study. Their phone numbers will be provided .
6. Correction of Undesirable Consequences to Subjects
It is expected that no undesirable consequences will occur. Research assistants will 
address concerns if  they arise during the experiment. The experiment will be stopped if, at any 
time the participant becomes distressed during the study. If the participant indicates that she is 
uncomfortable, the research assistant will provide her with the telephone number of the primary 
investigator, who will answer questions regarding the study. If the participant chooses to terminate 
her involvement in the study, she will receive the two experimental credits. The participant will 
also be given the name of the primary investigator (Suzanne Kodya), the supervisor (Dr. Jeffrey), 
and the phone numbers of the Clinical Psychology Center and Counseling and Psychological 
Services (CAPS), if  they felt that they needed to talk to someone about their participation on the 
research.
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7. Protection of Confidentiality
The demographics questiormaire, which requests information about the participant’s 
name, age, gender, phone number, class status, height, and weight, will be labeled and filed with a 
participant number that will be included on all of the participant’s paperwork. This labeling will be 
performed by the research assistants for the purpose of keeping the primary investigator blind to 
the participants’ identities. The demographics questiormaire and informed consent will be stored 
separately from the rest of the screening forms and the subsequent experiment measures. Research 
Assistants will be blind to the participant’s level of restraint when they are assigned to either the 
experimental or control group. The participant’s name and phone number will be securely stored 
in a locked file drawer. After the data has been collected, all name identification will be destroyed. 
It is expected that all data will be collected by May 31, 2001.
8. Informed Consent
A  copy of the informed consent form is attached.
9. W aiver of Informed Consent
Not applicable.
10. Other Information Pertaining to Ethical Responsibility
Not necessary.
I HAVE READ THE ABOVE AND AGREE THAT IT IS AN ACCURATE 
REPRESENTATION OF THE PROCEDURES TO BE USED IN THIS STUDY.
D. Balfour Jeffrey, Ph.D. 
Professor of Psychology 
Chairperson of Thesis Conunittee
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Appendix N 
Phone C ontact Script
INITIAL CALL:
# 1 “Hello, May I speak with participant’s name? Hi, this is your name. I’m a 
research assistant in the Psychology department, and 1 wondered if  you would he 
interested in participating in an experiment for 2 experimental credits for your Psych 100 
class?”
Pause, see if  there interested. I f  they say NO because they have all their experimental 
credits, see * below. I f  they say YES, then say: “Great, let me tell you a little bit about the 
experiment. It is called, “Movie, Appetite, and Mood,” and we are examining whether 
films influence appetite and mood. The experiment takes about 45 minutes and we can 
set up a time that fits your schedule. Would you be interested?
Pause, see if  there interested. I f  they say NO, politely thank them and say "goodbye I f  
they say yes, then say: “Great, now let’s set up a time for you to come in. We require
that you refrain from eating or drinking anything for two hours prior to the appointment, 
so please think about when you normally tend to eat breakfast, lunch, and snacks. We’ll 
schedule your appointment for a time when you normally will not have eaten for two 
hours. Here are the times 1 have available:
List the times that you have available and determine a time. Once you have set up a time, 
go to #2 below.
#2 So, date and time o f appointment, is a time when you will be able to refrain from 
eating for two hours prior to the appointment? Good. You will need to come to room 305 
on the third floor of the Skaggs building. There will be a sign on the door that says 
‘Movies, Appetite, and Mood Study’. Give directions if  necessary. Please wait in the 
hallway outside the door. It is important that you come on time because our appointments 
are scheduled back to back. Please try to be here on the hour. Do you have any questions? 
Okay, participant’s name. I’ll see you on date and time of appointment outside room 328 
of the Skaggs building for the ‘Movies, Appetite, and Mood’ experiment. Again, my 
name is vour name and my number is vour phone number. If for some reason you cannot 
make it, please call me at home the day before your appointment so we can reschedule 
and so you are not penalized 2 credits for a no-show. Remember, it is very important that 
you do not eat or drink anything for two hours prior to your appointment. Thank you so 
much for your participation. Take care, goodbye.”
REMINDER CALL: Please call participants the day before their scheduled 
appointment.
“Hello, May 1 speak with participant's namel  Hi, this is vour name. I’m just 
calling to remind you about your appointment tomorrow for the “Movies, Appetite, and 
Mood experiment. Your appointment is at time o f appointment tomorrow in the Skaggs 
building room 305. Do you remember how to get there? Great. I’ll see you then. Please 
remember not to eat or drink anything for two hours prior to your appointment. Thank 
you. Goodbye.”
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*PERSONS WHO HAVE ALL THEHl EXPERIMENTAL CREDITS:
“Oh, you have already got all your credits? Well, then would you be willing to 
participate voluntarily? It only takes about 45 minutes of your time and we would really 
appreciate it i f  it wouldn’t be too much trouble for you.” Continue on i f  they agree, 
otherwise thank them and say good-bye in a friendly way. Do not apply undue pressure.
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Appendix O
Script for “Movies, Appetite, and Mood”
Remember, be friendly and courteous, and treat these people with great respect. Also, 
this needs to be said exactly as it is written so that each subject receives the same 
instructions and experience.
1. GREET YOUR PARTICIPANT!
“Hi participant's name, Tm your name the research assistant. How are you doing? 
...Good, please come inside.”
“Have a seat. Thanks for participating in this study. This will take about 45 minutes, and 
you'll receive two experimental credits.”
Give participant informed consent form
“Please read the following, and if you agree to participate in the study, sign at the 
bottom.”
You will need to sign this sheet as well. I f  they do not agree, you may give them their 
credits and let them go.
2. START THE EXPERIMENTAL PROCEDURE
“As you know from your phone contact, we are interested in whether films 
effect appetite and mood. You were instructed not to eat or drink anything for two hours 
prior to the experimental session. If you forgot and ate or drank something during this 
time, let me know.”
I f  she reports food and major liquid intake o f any kind (except for approximately one 8oz. 
glass o f  water) during the last two hours, she will have to be rescheduled using the 
following script in a friendly tone o f voice. “Well, we’ll need to reschedule you because 
this study requires that you not eat or drink two hours prior to the taste test. Here is a list 
of times when I’m available.” Get out your schedule. Give them time options with other 
researchers ONLY i f  they can't make any o f your times. “Let’s try to find a time when 
you normally won’t have eaten for two hours prior. What time works best for you? Okay, 
I w ill see you on date and time o f appointment, please do not eat or drink anything for 
two hours prior to that time.
3. CONTINUE W ITH THE PROCEDURE
“The goal of this study is to determine the effect movies have on appetite and 
mood, and to get your opinion of the quality of the film segment being shown. Before 
watching the film segment, 1 have some questionnaires that 1 would like you to fill out.”
Give participant pre-experimental measure packet containing the STAI-Yl, SSES, 
PANAS, EDI-BDS, and the Forbidden Food Survey in that exact order.
“I will stop back in a few minutes to see how you are doing.” Go into the other 
room and wait about 10 minutes or until it appears that the participant is done filling out 
the measures. Return to where the participant is. “Have you finished?” (If 'no ', go to A; 
I f  ‘yes ’, go to B)
A. “Okay, I’ll stop back in a few minutes to see how you are doing.” Go into the other 
room and wait about 5 minutes or until the participant appears done....go to B
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6 . Great, thanks for filling those out. " Collect pre-experiment materials after they have 
been completed by the participant.
4. FILM SEGMENT
“Now I will have you watch a 15 minute film segment of “Canyons of Wonder”, 
produced by Reader’s Digest. I will be in the other room while you are watching the film.
I will return at the conclusion o f the film segment.”
Turn the T.V and VCR on and press ‘‘p lay”. The video tape should already be rewinded 
and in the VCR.
After 15 minutes have passed, return to the room and press "stop", and turn off the VCR 
and T. V.
“Will you please follow me into the other room. It is important that we change 
rooms so that the presence of the T.V. does not influence your answers on the set of 
questionnaires”
I f  the participant is in the “weighed” condition, go to 5. If the participant is in the “no­
weighed” condition, so to 6.
5. PROCEDURE FOR WEIGHED CONDITION
“I need to take your weight and height. Why don’t you remove your shoes 
before we do that ” Have her remove heavy sweaters and coats and take her to the scale.
“Would you accurately weigh yourself, please.” Stand next to the scale with the 
weight and height form on the clipboard. Watch the participant weigh herself. When the 
participant has finished balancing the weights on the scale, make sure the scale is 
balanced, say aloud the weight and record it on the participant weight and height form. 
Then, measure the participant's height, say the height aloud, and write it on the weight 
and height form.
“Please have a seat.” Give participant post-experimental measure packet 
containing the WSR, STAI-Yl, SSES, PANAS, EDI-BDS, Forbidden Food Survey, 
and the Film Questionnaire in that exact order. “1 will stop back in a few minutes to see 
how you are doing.” Go into the other room and wait about 10 minutes or until it appears 
that the participant is done filling out the measures. Return to where the participant is.
“Have you finished?” (If ‘no ’, go to A: I f  'yes ’, go to B)
A. “Okay, I’ll stop back in a few minutes to see how you are doing.” Go into the other 
room and wait about 5 minutes or until the participant appears done....go to B
B. “Great, thanks for filling those out. ” Collect post-experiment materials after they 
have been completed by the participant.
Go ton 7
6. PROCEDURE FOR NO-WEIGHED CONDITION
The scale must be out o f the participant’s view in the no-weighed condition.
“Please have a seat.” Give participant post-experimental measure packet 
containing the STAI-Yl, SSES, PANAS, EDI-BDS, Forbidden Food Survey, and the 
Film Questionnaire in that exact order. “1 will stop back in a few minutes to see how
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you are doing.” Go into the other room and wait about 10 minutes or until it appears that 
the participant is done filling out the measures. Return to where the participant is.
“Have you finished?” (7/ ‘no go to A; I f  ‘yes go to B)
A. “Okay, I stop back in a few minutes to see how you are doing,” Go into the other room 
and wait about 5 minutes or until the participant appears done....go to B
B. “Great, thanks for filling those out. ” Collect post-experiment materials after they 
have been completed by the participant.
“I need to take your weight and height. Why don’t you remove your shoes 
before we do that.” Have her remove heavy sweaters and coats and take her to the scale.
“Would you accurately weigh yourself, please.” Stand next to the scale with the 
weight and height form on the clipboard. Watch the participant weigh herself. When the 
participant has finished balancing the weights on the scale, make sure the scale is 
balanced, say aloud the weight and record it on the participant weight and height form. 
Then, measure the participant’s height, say the height aloud, and write it on the weight 
and height form.
“I just have one more form for you to fill out.” Give the participant the WSR. “Please 
take a moment to fill this out and let me know when you are through.”
7. FINAL STEPS
Read the Debriefing Summary to the participant. Do you have any questions? 
“Let’s mark down your experimental credits right now. Who is your Psych 100 
T.A.? What section are you in? Get the credit sheets out and find the appropriate one.
“Thank you again for your participation.”
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Appendix P
Informed Consent
“Movies, Appetite, and Mood”
Primary Investigator; Suzanne Kodya, B.A.
Under the direction of Professor D. Balfour Jeffrey, Ph D.
Contact: Suzanne Kodya, Department of Psychology, (406) 243-4521
I understand that by signing my name below, I give my informed consent to participate in this 
study.
1. You are being asked to take part in a research study investigating the influence viewing a film  
may have on appetite and mood.
2. You will be given several short questionnaires before and after viewing a 15 minute film  
segment. You will be asked to answer questions about your mood, hunger level, thoughts about 
food, and your opinion about the film segment. It will be required that measurements of your 
height and weight be obtained during the course of this experiment. The total time commitment 
for participating in this study is approximately 45 minutes, including the debriefing session.
3. No harmful discomfort or risk is expected to occur due to participation in this study.
4. Although you may not directly benefit from taking part in this study, your participation gives 
you an opportunity to earn required experimental credits for your Psychology 100 course. 
Additionally, your help with this study will contribute to our understanding of how experiences 
influence our moods and appetite.
5. All information will be kept confidential. Your name will not be associated with any of the data 
collection and only a subject number will be used to identify your data. The informed consent 
form will be stored in a locked file cabinet separate from the data. After the data has been 
collected, all name identification will be destroyed. It is expected that data collection will be 
completed by May 31, 2001.
6. Although we do not foresee any risk in taking part in this study, the following liability statement 
is required in all The University of Montana consent forms:
In the event that you are injured as a result o f this research you should individually seek 
appropriate medical treatment. If the injury is caused by the negligence of the University or any of 
its employees, you may be entitled to reimbursement or compensation pursuant to the 
Comprehensive State Insurance Plan established by the Department of Administration under the 
authority of M.C.A., Title 2, Chapter 9. In the event of a claim for such injury, further information 
may be obtained from the University’s Claims Representative or University Legal Council.
7. Your decision to take part in this research study is entirely voluntary. You may refiise to 
participate or discontinue participation at any time and for any reason without prejudice to you and 
without jeopardy to any research credits you are entitled to. You still will receive two 
experimental credits.
8. You may contact the primary investigator, Suzanne Kodya, at the Psychology Department 
Office at (406) 243-4521 to answer any questions you may have about the study. Presentation o f  
the results o f the study will be held in May o f 2001. More information about the location, date, 
and time will posted near the experimental sign-up sheets at a later time. Individual feedback 
caimot be provided. Confidentiality prevents the releasing o f information to you regarding any
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other participant in the study.
I HAVE READ THE ABOVE DESCRIPTION OF THE RESEARCH STUDY. I HAVE 
BEEN INFORMED OF THE RISKS AND BENEFITS INVOLVED, AND ALL MY 
QUESTIONS HAVE BEEN ANSWERED TO MY SATISFACTION. FURTHERMORE, I 
HAVE BEEN ASSURED THAT ANY FUTURE QUESTIONS I MAY HAVE WILL ALSO 
BE ANSWERED BY A MEM BER OF THE RESEARCH TEAM. I VOLUNTARY AGREE 
TO TAKE PART IN THIS STUDY. I UNDERSTAND I WILL RECEIVE A COPY OF 
THIS CONSENT FORM.
Printed name of participant
Participant’s signature Date
Investigator’s signature
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Appendix Q 
Partial Debriefing Summary
Thank you very much for keeping your appointment and participating in 
this investigation. Your experimental credits will be recorded and given to your 
T A  immediately. After this study is completed, a summary of the study and its 
results will be presented in May 2001 during Spring semester. The date and time 
will be posted near the experimental sign-up sheets. If you would like to discuss 
your participation in this study with the Principle Investigator (Suzanne Kodya) or 
the faculty supervisor (Dr. Jeffrey), you may contact them at the Psychology 
Department Office at 243-4521. Please refrain from discussing your paiticipation 
in this study with others until this study has been completed. Thank you very 
much for your time.
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